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Yours Truly... 


His Style Cramped 


Dear Sir: 

I was very interested in the article in the February, 1954, 
GP by Dr. I. Phillips Frohman entitled ‘‘Does the General 
Practitioner Have Writer’s Cramp ?” 

My interest stems from the fact that I think I can at least 
partially answer this question. 

The answer in brief is ‘What is the use?” 

Now I must elaborate on this for I do not mean by so 
abrupt an answer to be in any way discourteous, crude, or 
impolite in response to this intelligent question and to his 
excellent discussion of it. I can answer and discuss this from 
my own experience within the past year. 

During that time I wrote two papers based entirely on 
my own fifteen years experience in practice. One of them 
was very much of the type which has been popular for some 
time dealing with the life situation of a certain patient and 
then going on to some discussion of science and art of medi- 
cine. The other had to do with another popular topic of the 
day, but was also based on the lesson learned from two pa- 
tients as examples of groups and a discussion of my solution 
of the problem. 

Let’s consider the first paper mentioned. This paper was 
submitted to, I suppose, one of the most widely known of 
all medical editors. He answered that the paper was not 
suitable for his journal but stated that the paper was of in- 
terest and should be submitted to one of two leading national 
journals dealing with subjects pertaining especially to the 
general practitioner. He named both journals. 

I sent the paper to one of the journals, and after a time 
received a letter from the editor saying that there was much 
of interest in the paper but that they wouldn’t publish it. 

It was then sent to the next journal with about the same 
reply after six or eight months. All agreed that the paper 
was of value or of interest, but no one published it. 

Now I feel sure that it needed editing quite a bit. There 
is no doubt about that. The style could be improved con- 
siderably while retaining the message of the paper. I ex- 
pected this to be done. 

I believe this paper to be a good one, and I believe the 
editors when they stated that it was of value or of interest 
were sincere. 
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The paper has not been published, but I firmly believe 
that if the same paper had been submitted by a recognized 
author, it would have been published with very little delay. 

My teacher and the teacher of these well-known authors are 
one and the same—namely, experience, and we would almost 
surely express about the same thoughts and conclusions in 
about the same words, 

Now as to the second paper, it deals with an ever-present 
problem which has never been adequately solved and perhaps 
has been even more muddled in the past year. 

I received a good bit of encouragement from the author 
of a national journal on this and changed the paper several 
times in accordance with his suggestions. I even got some 
expert help in rephrasing and rewording the paper and then 
it was turned down flat. 

I have noticed that most publications come from members 
of a teaching institution or a large hospital staff. 

I have observed several things in my own practice long 
before they were ever published. One thing is that in the 
first days of penicillin, two doses a day was just as effective 
as giving it every three hours. But if I had reported this, 
very likely no one would have paid any attention to it. 

I admire the specialists a great deal. I depend upon them 


a lot and refer much work to them, some of which I could - 


do, but I know the specialist can do it better, so in fairness 
to the patient I tell them just that and refer them. 

The whole thing boils down to the fact that the specialists 
run the show and in fact are about the only ones who can 
get a paper accepted even in a journal devoted to general 
practitioners. 

I would guess without knowing for sure that most editors 
are specialists. I feel sure they would not consciously en- 
velop themselves in an olympian atmosphere from which 
they, from time to time with appropriate benignity, reach 
down and give the general practitioner an encouraging pat 
on the head. But specialists so often do this in reality even 
if not consciously. 

It seems to me, therefore, that we general practitioners 
are faced with a rather difficult problem, though I hope not 
insurmountable. 

E. T. Arnoip, M.D. 
Hogansville, Georgia 
(Continued on page 23) 
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(Continued from page 21) 

Dr. Frohman, author of “‘Does the General Practitioner 
Have Writer’s Cramp??? and a member of GP’s Publication 
Committee, has been asked to reply to Dr. Arnold’s letter for 
this department. His answer appears below.—PUBLISHER 


Dear Dr. Arnold: 

Your letter in response to my article entitled “Does the 
General Practitioner Have Writer’s Cramp?” appearing in 
the February, 1954 issue of GP, has been forwarded to me 
for comment. 

I respectfully appreciate your feeling “‘what’s the use,” 
but would like to remind you that if every writer, whether in 
fiction, historical, or medical fields took that attitude after 
one or two, or even a dozen rejection slips—some of our best 
literature would not have been written. Do you realize that if 
all the novels written by budding authors—and rejected by 
publishers—were laid side by side, end to end, they would 
blanket the entire state of Georgia? 

The rejection slip should be any writer’s stimulus to con- 
tinue writing as well as to improve his style and material. 
One important fact that is lost by most medical writers is that 
all journals have to reject even top notch articles if they do 
not fit their particular type of reader or if they do not have 
the space to use it. Thus you can readily understand that a 
rejection slip does not mean that the article presented is “no 
good.” 

As you fully know, the contents of GP is written for gen- 
eral practitioners, for you and me. The Publication Com- 
mittee—general practitioners like yourself—set and adhere to 
certain policies. The most important duty of that committee 
is to assure GP the highest quality of scientific articles ; there- 
fore the majority of these articles are written “to order” by 
authors who write well and who are authorities on their sub- 
jects. This is done to give the readers of GP the absolute latest 
in the topics selected. 

As for myself, I have found that I can learn and improve 
my knowledge only from the writings and words of men who 
know more than I do about their particular subjects. 

Here are some interesting facts about our journal GP: 

One third of the scientific articles are selected from those 
spontaneously submitted. 

These are selected on the basis of merit, and no thought 
is given to the author—whether specialist or general prac- 
titioner. 

Three fourths of the unsolicited articles were rejected— 
and 85 per cent of those rejected were submitted by specialists. 

In the past two years specialist-authors who submitted 
scientific articles (spontaneously) had a rejection rate of 82 
per cent! General practitioner-authors had a rejection rate 
of only 53 per cent! Thus, while the general practitioner 
writes fewer articles they have greater merit in the eyes of the 
Editorial Committee. 

I do not profess to be an expert on medical writing or 
*thow to get your paper published,” but I believe that if we 
general practitioners would write about that which we see and 
do in our practice, not pick one or two or even a dozen iso- 
lated cases, since no scientific facts can be garnered from a 
few cases, we would help each other, and even occasionally 
teach the specialists something. 

When we have a series of one hundred or even five hun- 
dred or a thousand cases with good accurate records, then 
we have some “‘meat””—something to talk or write about. 
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When I started in general practice I could not afford to 
buy catgut for suture material or even the high priced silk 
sutures. I used Clark’s O.N.T. cotton and silk right out of 
my wife’s sewing machine, after proper sterilization, for minor 
surgery and lacerations done in the office. Two years later 
one of our country’s leading surgeons wrote a paper which 
was published in a national medical journal, on the use of 
Clark’s cotton and silk for suturing. I had many more cases 
than he reported; but he wrote the paper and he had it 
published. 

We general practitioners know and do many things in the 
science and art of medicine long before the specialists and the 
professors get to it, but they are a bit more organized, keep 
excellent records, and they write about what they see. 

I do not think it fair for you or any general practitioner to 
say “what’s the use.” Instead, write, write, and keep on 
writing. Make each contribution better and better, and soon 
a few will be accepted, if they are worthy, if they bring an 
educational message, and if these writings are scientifically 
correct with ample evidence to support that which you write. 
Above all, make certain that no one else has written the same 
thing better and with more evidence. 

Good luck for the future, and keep writing. 

I. Frouman, M.D. 
Washington, D. C. 


Bread ’n Butter Notes 


Dear Sir: 

I felt the 1954 Assembly was of great value. It was ex- 
tremely well organized and the content was distributed among 
the various sciences in a wise and considered fashion. You 
are to be congratulated, indeed, upon the quality and char- 
acter of the entire program. Finally, I wish to express the 
appreciation of the members of the panel for the wonderful 
reception we received—your committee went all out in mak- 
ing us feel comfortable. For that, thank you very much. 

Paut A. Bunn, M.D. 
State University of New York 
Syracuse, New York 


Dear Sir: 
Congratulations on an excellent meeting, about which | 
have heard nothing but favorable comments. 
Georce Cringe, Jr., M.D. 
Cleveland Clinic 
Cleveland, Ohio 


Dear Sir: 

I want to comment on the very favorable impression which 
I had of the American Academy of General Practice after 
attending this meeting. It was obvious the members were 
there for the one purpose of deriving the greatest possible 
benefit from the educational aspects of the program. I have 
never talked to a more attentive group of physicians. 

Crarence S. Livincoop, M.D. 

Henry Ford Hospital 
Detroit, Michigan 


Dear Sir: 
Thank you for your letter of March 22. Dr. Charles Meek 

was the host for Mrs. Krantz and me at the meeting and he 

went the second mile in making us comfortable. 

(Continued on page 25) 
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SUPPRESSION 


RAUWIDRINE 


@ The tranquilizing action of 
Rauwiloid prevents over- 
stimulation, virtually elimi- 
nates jitteriness. 


® The mild sedative action 
of Rauwiloid prevents ex- 
citation—the patient usually 
enjoys restful sleep. 


@ The gently bradycrotic, 
heart-calming action of Rau- 
wiloid largely prevents pal- 
pitation—avoids the cardiac 
pounding so frightening to 
the patient. 


LABORATORIES, INC. 


8480 BEVERLY BOULEVARD e« LOS ANGELES 48, CALIFORNIA | 


A New Experience in 
Weight Control Management 


In anti-obesity therapy Rauwidrine — combining 
Rauwiloid (1 mg.) and amphetamine (5 mg.) in one 
tablet— presents important advantages: 


The patient gains a remarkable sense of tranquil 
well-being which makes even grossly reduced caloric 
intake acceptable. 


The appetite-suppressing effect of amphetamine 
can be maintained for long periods, without fear that 
undesirable side actions will make amphetamine intoler- 
able for the patient —as so often occurs with amphet- 
amine alone—and without resorting to barbiturates. 


FOR MOOD ELEVATION, TOO 
In depression, apathy, mental dullness, psychogenic 
asthenia, and other functional complaints, Rauwidrine 
presents the mood-elevating influence of amphetamine 
augmented by that of Rauwiloid, and virtually free 
from the side actions which so frequently vitiate therapy 
when amphetamine is used alone. 


DOSAGE: For obesity, one to two tablets 30 to 60 minutes before 
each meal. For mood elevation, one to two tablets, before break- 
fast and lunch. Dosage should be individualized, and up to 6 tablets 
per day (in 3 doses) may be given if needed. 
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(Continued from page 23) 

1 thoroughly enjoyed being at your meeting and wish to 
congratulate you upon the excellence of the material selected 
for presentation and also for the expedition with which the 
whole program was carried through. You have a wonderful 
organization. 


Joun C. Krantz, Jr., M.D. 
University of Maryland School of Medicine 
Baltimore, Maryland 


Dear Sir: 

Please accept my very kind thanks for all the courtesies 
extended to me by your group. It was a very wonderful ex- 
perience for me to meet those who are working hard for the 
recognition of the general practitioner. 

Suwwney P. Scuwartz, M.D. 
New York, New York 


Dear Sir: 

I should like to congratulate you and your organization 
on the very excellent arrangements for your program partici- 
pants. All of us on the antibiotic panel have agreed that we 
have never seen such a well-done job. 

Mark H. Lepper, M.D. 
University of Illinois School of Medicine 
Chicago, Illinois 


Dear Sir: 
Despite miserable weather the day I spoke, I was surprised 


by the large crowd of attentive listeners. All the comments I 

have heard about the meeting were highly commendatory. 
Rosert M. Srecuer, M.D. 

City Hospital 

Cleveland, Ohio 


Dear Sir: 

Mrs. Moench and I want to thank you for the warm hospi- 
tality shown us at the Cleveland meeting. We enjoyed our 
stay there very much and met a number of very interesting 
people. It was an honor and a pleasure to appear before the 
Academy. 

Louts G. Moencn, M.D. 
Salt Lake Clinic 
Salt Lake City, Utah 


Dear Sir: 

It was a pleasure for me to have had the opportunity to 
join you briefly at the Assembly in Cleveland. The hospitality 
which was extended was of the kindest and most friendly sort, 
and my sincere thanks go to all who are responsible for the 
arrangements. 

Lr. Cot. Eppy D. 
Walter Reed Army Hospital 
Washington, D. C. 


Dear Sir: 
I have never participated in a more dynamic, impressive 


(Continued on page 27) 
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most prescribed because... 


Raudixin, most prescribed of the rauwolfia 
preparations, contains all the alkaloids 

of rauwolfia. It is the powdered whole 
root. In almost all cases of hypertension, 
prescribe Raudixin first. Later, add 

more potent agents if necessary. 

Dosage: 200 mg. daily, adjusted according 
to response. 50 and 100 mg. tablets, 
bottles of 100 and 1000. 


base-line therapy... 


Raudixin 
Squibb rauwolfia in hypertension 
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RAPID CURES 


of urinary tract infections 


prevent permanent kidney damage 


Infections of the lower urinary tract rarely remain 
Jocalized for any length of time. The kidneys are 
often invaded rapidly unless effective treatment 
is instituted immediately. Hence, the choice of the 
first drug used may decide the fate of the kidneys. 


Furadantin is unique, a new chemotherapeutic 
molecule, neither a sulfonamide nor an antibiotic. 


RAPID AcTION. Within 30 minutes after the 
first Furadantin tablet is taken, the invaders are 
exposed to antibacterial urinary levels. 


WIDE ANTIBACTERIAL RANGE. Furadantin 
is strikingly effective against a wide range of clini- 
cally important gram-negative and gram-positive 
bacteria, including strains notorious for high 
resistance. 


Scored tablets of 50 mg. > Bottles of 50 and 250. 
Scored tablets of 100 mg. “2 Bottles of 25 and 250. 


fms? Also available: Furadantin Pediatric Suspension, con- 
ia: taining 5 mg. of Furadantin per cc. Bottle of 4 fl. oz. 


NORWICH, NEW YORK 


FURADANTIN 


brand of nitrofurantoin, Eaton 


THE NITROFURANS— 

A UNIQUE CLASS 

OF ANTIMICROBIALS 
PRODUCTS OF 

EATON RESEARCH 
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(Continued from pagé 25) 

Ctinic than the Monday afternoon session in Cleveland. I was 
deeply touched at my election to honorary membership and 
left the Assembly with a very warm feeling of satisfaction of 
everything the meeting stocd for. 

Howarp A. Rusk, M.D. 
The New York Times 
New York, New York 


Dear Sir: 
May I thank you kindly for your unfailing courtesies in 
making my trip comfortable, and my presentation a privilege. 
S. Mippteton, M.D. 
Dean of Medical School 
University of Wisconsin 
Madison, Wisconsin 


Kudos Galore 


Dear Sir: 
This was the first Assembly of the American Academy of 
General Practice I have had the pleasure of attending. I was 
most impressed with the unusually smooth operation of both 
the exhibit and the lecture phases of the program. The 
planners are to be congratulated for the splendid timing and 
organization. 
Bruno Gesuarp, M.D. 
Director 

Cleveland Health Museum 

Cleveland, Ohio 


Dear Sir: 

Your recent meeting was splendid in every respect——well 
planned and smoothly organized, with an alert, interested 
audience. We were proud to be associated in a small way with 
this most commendable program of professional education. It 
is often the general practitioner who carries the major re- 
sponsibility for the medical care of crippled children and we 
hope the Academy will feel free to call upon us whenever 
our services would be helpful. 

Lawrence J. Linck 
Executive Director 
National Society for Crippled Children and Adults 
Chicago, Illinois 


Dear Sir: 

We were happy to have had the opportunity to bring our 
message to the members of the Academy. We found our 
problems are of mutual concern and the interest shown by 
your people was most rewarding. 

Louis T. Patumso, M.D. 
Veterans Administration Center 
Des Moines, Iowa 


Unfortunately, space will not permit the publishing of 
excerpts from all of the congratulatory letters which were 
received following the Sixth Annual Scientific Assembly of the 
A.A.G.P. in Cleveland. Officers of the Academy and the Assem- 
bly planners have appreciated your many warm regards. 

—PUBLISHER 
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a nutritional “lift” in times of stress 


Beco 
Vitamin 


(Vitamin B Complex with Vitamin C, Lilly) 


in major surgery; severe burns; 
febrile, gastro-intestinal, and wasting diseases 


FORMULA 


EACH PULVULE PROVIDES: 
Thiamin Chioride 
Riboflavin 
Pyridoxine Hydrochloride 
Nicotinamide 
Pantothenic Acid 
(as Calcium Pantothenate) 
Vitamin Bie (Activity Equivalent) 
Ascorbic Acid 
Liver Preparation and Stomach-Tissue 
Material, Desiccated, Lilly.......... 0.39 Gm. 


IN BOTTLES OF 100 AND 500 
DOSE 


1 OR MORE PULVULES DAILY 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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Editorials 


A Splendid Physician's Creed 

It is a basic GP editorial policy to avoid publishing 
lectures that have been presented on the Assembly 
platform—a policy based on the conviction that the 
procedure is a lazy editor’s substitute for finding 
original manuscripts, and that the spoken lecture 
usually loses something of its effectiveness on the 
printed page. 

In reading over the transcriptions of the lectures 
from the Cleveland Assembly, however, we en- 
countered, in the closing portion of Dr. Howard 
Rusk’s presentation, a magnificent contradiction of 
this rule. This expression of what is essentially Dr. 
Rusk’s personal creed deeply moved the audience 
who heard him in the Cleveland Music Hall. It is 
equally stirring in its written form, and we should 
like to share it with all of you. 

After a tribute to Dr. Merrill Shaw and to Dr. 
Shaw’s splendid message which began: ‘The 
greatest General Practitioner of all time has not 
seen fit to measure my time to permit me to address 
you this year in person,” Dr. Rusk continued: 

“I can’t remember when I didn’t want to be a 
doctor. Even as an adolescent, when I scrubbed 
floors and ran errands at the local hospital in order 
to smell ether and go on rounds with our family 
doctor, surgery did not spell glamour in medicine 
to me. It was people—sick people—and the chal- 
lenge of their suffering, their problems, and their 
victories. It has been a rare privilege to be a doctor 
in Medicine’s Golden Age. Far more scientific ad- 
vances have been made in the past three decades 
than in all time theretofore. The life span has in- 
creased from 18, two thousand years ago, to 68 in 
America today. 

“But I find it impossible to ignore the fact that 
these great medical advances have posed new prob- 
lems. Crippled children, who in the past would 


have died early in life, now survive. They want to 
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grow and work and love and be loved. I have heard 
old people, to whom we have added these years, ask : 
‘For what? The shelf to wait for death, or an oppor- 
tunity to live and work in dignity as long as we are 
able?’ Millions of veterans throughout the world, 
who have scarred their minds and given parts of 
their bodies to war, have more than earned the 
right to live and love and work, and to know that 
their sacrifice has at least been one small stone that 
is being used to build a better world. 

**Sick people ask their God, ‘why must I suffer?” 
Possibly the answer is in the work of the potter. 
Fine ceramic pieces are not made by setting clay 
out in the sun. They come only from the white heat 
of the kiln. In the firing process some pieces are 
broken, but those that survive the heat are trans- 
formed from dull clay into objects of priceless 
beauty. 

‘And so it is with sick, suffering, and crippled 
people. Those who, through medical skill, oppor- 
tunity, work, and courage, survive their illness or 
overcome their handicap, take their places back in 
the world with a depth of spirit which we can 
hardly measure. Their pain has not been wasted. 
This is particularly evident in the magnificent 
message from Dr. Merrill Shaw. 

‘Because of their experience, thousands of others 
like him have a desire to share that is almost a com- 
pulsion. It matters not whether they be a physician 
from India, a Zionist from Israel, a Greek veteran, 
or a Pole disabled in a mining accident. All want to 
share the understanding they have gained through 
their suffering. I believe this basic inherent desire 
of man to do something for his less fortunate fellow, 
transcends religious dogma, political beliefs, and 
geographical barriers. If we could only use this uni- 
versal language, we would have a tool to unravel the 
babble of tongues . . . an instrument which would 
penetrate any iron curtain or closed boundary. 

“It is not strange that sick people turn for their 
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greatest comfort to those who have also suffered. 
Nor is it strange that we seek the ‘common lan- 
guage’ among those who have been ravaged by suf- 
fering and disease. If we could make this the start- 
ing point of working together, in a program where 
all of us have the same goal, it is more than possible 
that with God’s help we would find a solution for 
living together in peace. 
“This I believe.” 


A great deal has been written about the myelopro- 
liferative diseases of the bone marrow that involve 
the red cells and white cells. Thus, polycythemia 
rubra vera and the various types of leukemia are 
readily recognized as important hematologic dis- 
orders characterized by an uncontrolled release of 
cells of the red-cell and white-cell series respec- 
tively. 

Discussions on disorders of the platelets are 
usually limited to the relationship of the megakaryo- 
cytes to thrombocytopenia. However, it is not suffi- 
ciently appreciated that megakaryocytic hyperplasia 
occurs and causes excessively high platelet counts. 
This condition has been called thrombocythemia, 
thromboblasthemia, piastrinemia, and hemorrhagic 
thrombocythemia. 

Thrombocythemia may be secondary to a known 
major disease causing bone marrow stimulation that 
includes the megakaryocytes. Thus, increased num- 
bers of platelets are frequently found in association 
with myelogenous leukemia or polycythemia rubra 
vera. In addition, secondary thrombocythemia may 
result from carcinoma, perhaps due to platelet stim- 
ulation resulting from the necrosis so frequently 
found in tumors. Another cause of secondary 
thrombocythemia is related to the removal of the 
hormonal inhibitory effect of the spleen on the 
megakaryocytes of the bone marrow. Splenectomy, 
splenic atrophy, and removal of splenic function by 
disease may therefore be accompanied by throm- 
bocythemia. 

Primary or idiopathic thrombocythemia refers to 
cases that are unaccompanied by a _ pathologic 
process that stimulates platelet production. 

Fanger, Cella, and Litchman, in the New England 
Journal of Medicine for March 18, 1954, discussed 
the general subject of thrombocythemia and re- 
ported three cases. One occurred after splenec- 
tomy, and the other two were idiopathic. 

Clinically, idiopathic and secondary thrombo- 
cythemia occur especially in adults and equally in 


both sexes. There is a high incidence of venous 
thrombosis and spontaneous hemorrhages. The 
bone marrow shows increased numbers of mega- 
karyocytes and megakaryoblasts. Clumps of agglu- 
tinated platelets are occasionally seen. The platelet 
count is permanently elevated to more than three 
times normal. The platelets vary in size and may be 
huge. Occasionally, multinucleated giant cells re- 
sembling megakaryocytes may be seen. 

An awareness of these disorders of thrombocytes 
seems important for two reasons. First, the finding 
of thrombocythemia may be helpful in suggesting or 
supporting a diagnosis that otherwise would be 
obscure. Certainly this could be true in cases of 
early polycythemia vera. Second, the thrombo- 
cythemia deserves consideration in its own right 
—especially as a factor predisposing to venous 
thrombosis. 


The Wall of Conformity 


In his presidential address to the American Fed- 
eration for Clinical Research, in Atlantic City last 
May, Dr. Stewart Wolf of Oklahoma City talked 
about the dangers of building walls medically. He 
was concerned principally with the walls within 
physicians’ minds—the kind that act as barriers to 
communication and understanding. These are walls 
that have caused groups of men within the society 
of medicine to set themselves apart from their 
fellows—a caste system, if you will. 

The problem of these walls has nothing to do 
with specialization (or the lack of it) when that 
specialization (or the lack of it) is solely for the 
purpose of defining areas of medical practice. 
Rather, the problem is derived from the way a man 
thinks about himself as belonging to a special or 
specialized group, and becomes totally a conformist 
to the patterns of his group. Then, far from being 
able to see the forest, he may not even see the trees 
because the foliage nearest him gets in the way. 
Wolf expounded on this thought at least twice 
during his address—once when he spoke of such 
conformity as a “limit on a man’s capacity to 
approach truth,” and again when he likened the 
term “certified,” as used by specialty boards, to 
“a bottle of grade-A milk—as sterile as is com- 
patible with good taste.” 

There are some forces in Medicine that are trying 
to break down this obnoxious wall—or at least to 
brush the broken glass off its top. County and state 
medical societies, the American Medical Associa- 
tion, the American Academy of General Practice— 
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all these are leveling influences on prideful con- 
formity. But they act from outside men’s minds, 
hoping to give new direction and new purpose and 
charity to men’s thoughts. At best, they can never 
be more than they are—external stimuli. The wall 
is removed only when physicians appraise them- 
selves humbly—when they ask, ‘“To what extent do 
I scorn that other group of doctors because they 
do not conform to the patterns of my group?” 

Wolf ended his talk on the optimistic note that 
this wall and other harmful walls can be expected 
to disappear. He has faith in the wisdom of the 
poet, Frost, from whom he quoted: “Something 
there is that doesn’t love a wall—that wants it 
down.” 

Program Planning Pays Off 

Those who attended the Sixth Annual Scientific 
Assembly in Cleveland had the rich experience of 
hearing thirty-one of the nation’s top medical 
authorities present lectures and participate in 
symposia that were practical and loaded with up- 
to-the-minute therapy and diagnostic procedures. 
Many of the more discerning, and particularly 
those with previous experience in medical pro- 
gramming, expressed praise for the smooth man- 
ner in which the meeting was run and for the com- 


prehensiveness, interest-sustaining quality, and _ 


wealth of educational value of the program itself. 

During those four brief days, however, when 
everything ran like a well-oiled machine . . . when 
speakers appeared on schedule, apparently out of 
nowhere, and gave presentations of exceptional 
merit, few possibly realized the many months of 
planning and preparation that made it all possible. 
Few of the rapt listeners were aware that this pro- 
gram had its beginning almost sixteen months be- 
fore. For good medical programs don’t spon- 
taneously spring into being overnight—or even 
sixty or ninety days before the scheduled dates. 

To make this time element even more dramatic, 
suppose we consider a program that hasn’t hap- 
pened yet—that you won’t be able to hear until 
March, 1955, in Los Angeles. In December, 1953, 
the Committee on Scientific Assembly started 
erecting the framework of the 1955 meeting. In 
two days of concentrated effort, they created a 
skeleton and began the task of forming a body 
around it. The skeleton was the basic outline of 
subject areas which they proposed to review in Los 
Angeles—an outline that was integrated with the 
1954 program, already completed, and with the 
one for 1956, which would remain only an outline 
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for another twelve months. The body took shape as 
specific lecture titles were planned to fill in each 
subject area. For example, having determined that 
a half day of the program would be devoted to 
pediatrics, it was next necessary to determine what 
four or five phases of that subject should be covered 
—since it is manifestly impossible to review all 
aspects of such a comprehensive area, or to examine 
its new developments, in two or three hours. 
Similarly, the whole program, from Monday noon 
to Thursday noon, began to assume a third di- 
mension. 

Like a good pastry chef, the committee is aware 
of the leavening qualities of time. So at this point 
the program was tucked away in the brief cases, 
and the committee members hurried back to their 
professional responsibilities—for all of them are 
busy, successful general practitioners. About 
three months later they met again—this time to re- 
evaluate the program they had designed and to 
select the teaching authorities who would be in- 
vited to develop papers on specific subjects. There 
are many factors which must be considered in 
making each selection, but two of them are funda- 
mental: (1) Is the man an authority on the subject? 
(2} Does he have the ability to present it interest- 
ingly and understandably? A man may be recog- 
nized as the nation’s top practitioner of helotomeia, 
for example, but if he also has a reputation for 
putting his audiences to sleep in the middle of a 
lecture, the committee passes him by. Conversely, 
another physician may be a spellbinder on the 
platform, but lack the essential laboratory and 
clinical knowledge. Each speaker must have both 
ability to teach and valuable information to impart. 

So, gradually, the 1955 program took on per- 
sonality as well as body and skeleton. 

During the Cleveland Assembly, the Committee 
on Scientific Assembly met every morning at 7:30, 
when most of the doctors who came to hear the 
1954 program were still catching their last forty 
winks. In part, these early morning sessions were 
devoted to a review of how the meeting had gone 
the day before and to a briefing on any necessary 
co-ordination to avoid hitches in that day’s pro- 
gram. But the committee found time to re-examine 
the proposed “faculty” for 1955. Colleagues of 
Speaker A have reported that he’s actually pretty 
dull behind the lectern. A newly announced 
therapy will make obsolete the procedures that 
Speaker B would have discussed. Speaker C is 
already committed to an international meeting in 
Rome next March. So the committee digs out the 
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weak bricks and the bricks that no longer fit, and 
rebuilds the fagade strong and complete. 

Having announced this proposed program to the 
new Board of Directors at their first meeting on 
Thursday afternoon, the chairman then goes home 
to prepare invitations to the selected speakers, out- 
lining for each the specific areas of the subject which 
the committee would like him to develop. By mid- 
June, when it is expected that all acceptances will 
have been received, the committee will select re- 
placements for those few who have had to decline 
because of previous commitments. 

That about wraps up the lecture portion of the 
1955 Assembly, except for a September meeting of 


the committee in Los Angeles, where the physical 
facilities of the auditorium will be studied and plans 
for welcoming and entertainment of guest speakers 
will be co-ordinated with the Local Arrangements 
Committee. In the meantime, of course, develop- 
ment of the Scientific Exhibit Section for the Los 
Angeles meeting is also going forward, but that is 
another story. 

So while you are sitting in the Los Angeles 
Shrine Auditorium, next March, soaking in the flow 
of rich, useful medical knowledge, pause for a 
second of silent appreciation for the Committee on 
Scientific Assembly whose labors—since December, 
1953—have made it possible. 


GUEST EDITORIAL 


The Thyroid and Colds 


Mu tite factors, from important to slight and from 
common to rare, influence defense against colds. As 
a prerequisite to successful prevention and treat- 
ment of colds, recognition of the multiplicity of 
predisposing factors is indispensable. Especially in 
prevention of colds, failure to spot the actual pre- 
disposing cause in a given individual may mean 
failure. If that cause is uncommon or perhaps a 
factor that never has received much consideration, 
the physician is completely at a loss how to proceed. 
One such factor is hypothyroidism. 

Occasionally a patient with myxedema goes from 
doctor to doctor, complaining of stuffy nose or 
postnasal drip. A variety of local and general meas- 
ures are tried, but the symptoms persist until some- 
one recognizes that the nasal symptoms are part of 
a systemic disorder. Then, with small doses of 
desiccated thyroid, the nose becomes a comfortable 
airway. 

Although the mechanism for the nasal stuffiness 
of myxedema is not clearly understood, other 
features of the problem are more easily explained. 
Thus the patient, by virtue of having chronic nasal 
congestion, is readily susceptible to all kinds of 
“cold infection.” Also, the hairless skin, lacking oil 
and sweat, is unable to perform its function of 
preventing sudden chilling of the body. The slowed 
metabolism lowers efficiency in all departments, 
reasonably including defense against colds. The 
impaired circulation is unable to arrange defenses 
quickly at the site of invasion in the respiratory 
tract, thus permitting deep invasion to sinuses, 


ears, mastoids, and lungs. Perhaps the usual anemia 
also plays a part. Finally the slowed mentality 
makes the patient careless about avoiding unneces- 
sary contaminations by the agents of colds, and 
indifferent to the necessity to stay in good condi- 
tion in order to make effective whatever defense 
capacity he may have. 

Clinical proof of the importance of hypothyroid- 
ism in susceptibility to colds is found in persons 
who fail to make any progress with other methods of 
treatment, but develop perfect defense (no colds 
year in and year out) when desiccated thyroid is 
administered. Even in a myxedema patient, how- 
ever, desiccated thyroid may not be the whole 
answer for improving defense against colds. Other 
therapeutic procedures may also be necessary— 
general hygienic measures; clearing obstructions 
and local abnormalities in nose, throat, and sinuses ; 
controlling or eradicating underlying chronic in- 
fections; improving antibody defense by means of 
vaccines; etc. 

Viewing the occasional individual entirely freed 
of colds by the one measure of taking adequate 
amounts ofa thyroid preparation, and others cleared 
of colds as long as they take desiccated thyroid 
along with other indicated therapeutic procedures, 
the conclusion is warranted that hypothyroidism, 
when present, does reduce resistance to colds. In 
these patients, administration of desiccated thyroid 
is as essential to freedom from colds as correction 
of any of the other multiple influences that make 
people susceptible to colds. 

C. Cueney, M.D., 
Cowell Memorial Hospital, University of California 
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ACROSS 


THE 


“Fits and Starts” 


THE story of vaccination of youngsters against 


poliomyelitis this year has been one of fits and_ 


starts. Early in the year the National Foundation 
for Infantile Paralysis announced its intention to 
sponsor a mass experiment in which second-grade 
school children in various parts of the Nation 
would receive injections of the “Salk vaccine.” 
Ostensibly the efficiency of the vaccine was to have 
been evaluated by comparing the incidence of 
poliomyelitis in vaccinated children with the in- 
cidence in their first-grade and third-grade school- 
mates. 

A little later this plan was modified somewhat in 
order to include an opportunity for assaying the de- 
velopment of antibodies resulting from vaccination, 
and to introduce elements necessary to make the 
project a “controlled” experiment. 

The nature of the “Salk vaccine” was quite well 
publicized in lay and professional magazines. In 
March, GP carried a “guest editorial”’ on the sub- 
ject, and in the April issue, Van Riper’s scientific 
article appeared. Still, at the time the vaccinations 
were scheduled to begin, physicians and their pa- 
tients had some uncertainties about what the vac- 
cine might be expected to do. Also, changes in the 
methodology of the study had created some con- 
fusion as to just how it was to proceed. 

Of course, with regard to potentialities for doing 
good, not much was known. Otherwise there would 
have been little need for the mass experiment. How- 
ever, Salk’s data, furnished from preliminary investi- 
gations in smaller numbers of children, had indicated 
that the vaccine would cause the appearance of 
antibodies in the blood. It remained for a larger 
experience with the vaccine to verify this, to 
ascertain how long antibodies would persist, and to 
show, if possible, whether or not use of the vaccine 
would influence the incidence of poliomyelitis or its 
severity or both. 

Certainly the potentialities for good of the vac- 
cine were sufficient to encourage most authorities 
to agree that it should be tested further. This was 
at least a start. . 

Then plans for nationwide use of the vaccine ran 
into a blockade. In spite of the fact that Salk’s 
preliminary reports had indicated that the vaccine 
was safe, questions arose about this, and some ugly 
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rumors got started. In Michigan, for example, the 
state medical society opposed the large-scale trial— 
asked these questions: 

1. What responsible authorities have certified or 
will certify the safety of the use of this vaccine and 
the control substances ? 

2. What reliable proof is available that the vaccine 
will not sensitize rather than immunize the children 
receiving it? 

3. Who will assume legal and moral responsi- 
bility for possible untoward results from the use of 
the vaccine? 

In other parts of the United States, medical 
societies and health departments decided they could 
not approve the idea of the mass vaccination, and 
withdrew from the experiment. Various excuses 
were offered—insuflicient preliminary data—not 
enough time to set up the experiment—worry about 
adverse reactions. Unfortunately, early in April, 
uncertainties were transformed into fear. On the 
basis of information received from a nonmedical 
source, a famous news analyst told his public that 
virulent poliomyelitis virus had been detected in 
some batches of the vaccine. 

It looked, for a time, as though plans to test the 
vaccine this year would have to be scrapped—as 
though the National Foundation for Infantile Para- 
lysis had made nothing more than a bad false start 
after all. However, to the rescue—came the United 
States Public Health Service with a reassuring 
statement of confidence that the Foundation would 
not permit any virulent material to be distributed 
for use as a vaccine. And a little later, on April 25, 
a group of experts headed by Dr. Thomas M. 
Rivers of the Rockefeller Institute for Medical Re- 
search, acting as the vaccine advisory committee of 
the Foundation, approved the large-scale trial of 
the vaccine. 

So, on April 26, after having more than its share 
of “fits,” the nationwide test of poliomyelitis vaccine 
got its start. If everything has gone according to 
plan, by the time this appears in print, about a half 
million children will have been subjects of the 
largest experiment of its kind ever undertaken. It is 
to be hoped that all will go smoothly in the compila- 
tion of data, looking forward to publication of a 
preliminary report. The earlier the report comes, 
the better. Everyone would like to know what to 
expect next summer. —H?° 


Figure 5 


Figure 4 
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BY LEONARD F. PELTIER, M.D. 


Department of Surgery, Division of Orthopedic Surgery, 
The Medical School, University of Minnesota, Minneapolis 


The key to success in the treatment of open fractures is an adequate débridement followed by good 
immobilization of the fracture. It is important to obtain rapid healing of the soft parts by primary closure, 

early secondary closure, or skin grafting. Antibiotics and antisera cannot overcome the deficiencies of inadequate 
surgical techniques, although they are of great value in preventing or localizing infection. 


THE TREATMENT of an open fracture is a responsibil- 
ity which cannot be avoided by the physician prac- 
ticing in a rural area. Any hour may bring a tragedy 
on the highway or nearby farm. Accompanying the 
rise in the number of fatal highway and farm acci- 
dents is a corresponding increase in the number of 
maimed and disabled. Although it may be difficult 
to reduce the death rate in these accidents, it should 


LEGENDS FOR ILLUSTRATIONS ON OPPOSITE PAGE 


Figure 1. Arm injury caused by a hay baling machine in a 12-year- 
old boy. 


Figure 2. X-ray film showing fracture of lateral epicondyle. 
Figure 3. Appearance of wound after initial cleansing, prior to actual 
débridement. 


Figure 4. Fixation of epicondyle with two small Kirschner wires. The 
wound was packed open with fine-mesh gauze and supported with 
a plaster dressing. Tetanus antitoxin and penicillin and streptomycin 
were given. 


Figure 5. Appearance of wound at first redressing, five days after 
injury. This is the time for skin grafting. 


be possible to improve the lot of the seriously in- 
jured by effective initial care designed to prevent 
infection and to preserve function. 

Since no one can predict the time and place dis- 
aster will strike, it is well for all physicians to 
formulate in their minds a general scheme for caring 
for these injuries when they occur. The experience 
in the Massachusetts tornado disaster, described by 
Churchill, furnishes a powerful argument for the 
need for the constant reiteration of these maxims. 


Initial Care 


The patient is usually seen for the first time in the 
emergency room of the hospital. At this time a 
rapid, but thorough, examination of the patient is 
essential. Multiple injuries are the rule rather than 
the exception. Chest and intra-abdominal injuries 
commonly accompany severe injuries to the ex- 
tremities. The over-all picture of the patient’s con- 
dition gained by this initial survey provides a base 
line for evaluating changes in his condition during 
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the next few days. Repeated observations of the 
patient’s condition during the period are of vital 
importance. 

The time required for preparing the operating 
room and taking the roentgenograms can be used to 
great advantage. A blood sample for hemoglobin, 
hematocrit, and cross matching should be drawn 
when an intravenous infusion is begun. The patient 
should void spontaneously or be relieved by a 
catheter, the urine being measured and saved for 
examination. Testing for sensitivity to tetanus anti- 
serum should be carried out at this time rather than 
after the operation. 

When the patient enters the operating room, the 
number and severity of the injuries, the degree of 
shock present, and the patient’s ability to stand 
further trauma, determine the program to be fol- 
lowed. To attempt to do too much is as dangerous 
as to do too little. This is the point at which the 
clinical judgment of the doctor, so essential for 
success, may be taxed to the utmost. 

A general anesthesia is the most desirable one for 
the patient with an open fracture since it allows the 
expansion of the operation in any direction or to 
any degree that may become necessary as the wound 
is explored. Ether should be avoided since there is 
good reason to suspect that it may increase the 
danger of fat embolism. Any other anesthetic agents 
may be used that allow the concomitant administra- 
tion of high concentrations of oxygen. Spinal or re- 
gional block anesthesia should be used only when 
the condition of the patient precludes use of a gen- 
eral anesthesia. A wound should never be débrided 
‘using local infiltration for anesthesia. 

Shock always accompanies fractures of the major 
bones. It is more severe in cases with open fractures. 
Shock in these patients is rarely due to blood loss 
or local fluid loss. It is caused by the presence of 
the unreduced fracture. Therefore, although it is 
important to support the patient by the infusion of 
blood or plasma expanders, the proper care of the 
fracture is the essential element in minimizing the 
shock produced by the injury. 

For fractures of the femur, immobilization by 
traction in a Thomas splint is the most effective 
means of combating shock. Adequate first-aid splint- 
ing and careful transportation to the hospital 
minimize the severity of shock. Further immobiliza- 
tion of the fracture and gentle handling at the 
hospital will aid in preventing profound shock. 
Treat the cause of shock, the fracture, rather than 
concentrating solely on the symptoms of shock, 
circulatory collapse. 


In addition to the immobilization of the fracture, 
the patient will benefit by the infusion of whole 
blood, plasma, or one of the plasma expanders. 
Sufficient experience has been gained with Dextran 
and polyvinylpyrrolidone (PVP) to demonstrate 
their effectiveness in treating shock. The hazard of 
serum hepatitis is gradually constricting use of 
plasma. Whole blood is ideal if it is readily available. 
None of these substances can combat shock effec- 
tively in the presence of an unreduced fracture that 
has not been immobilized by effective splinting. 


Débridement 


Débridement, or the primary excision of the 
wound, is the most important phase of the treatment 
of an open fracture. Here, the specter of infection 
can be laid at rest, primary healing of the fracture 
assured, and a maximum of function preserved. 

Débridement has two objectives: (1) the removal 
of all foreign material contaminating the wound, 
and (2) the removal of all nonviable tissue or tissue 
badly damaged by the injury. Its primary purpose 
is to prevent infection by removing a large portion 
of the contaminating bacteria and by removing all 
of the damaged tissue which provides the milieu for 
bacterial growth. When these conditions have been 
achieved, the physiologic response of the body to 
injury and infection can operate effectively (Figures 
1, 2). 

Débridement properly begins by cleaning the 
area about the wound so that fresh contamination 
cannot occur. This is done with soap and water 
using the same technique as the surgical scrub. The 
area should be large, and the time spent in prepar- 
ing it should be ample. The wound itself is then 
uncovered and the gross dirt removed with a for- 
ceps. The wound is irrigated with large amounts 
of sterile solution to wash out more of the con- 
taminating or dead material (Figure 3). 

Primary excision of the wound by sharp dissec- 
tion then begins. The skin edges and subcutaneous 
tissue are trimmed of all debris and nonviable tissue. 
The muscle is similarly treated. Foreign particles 
can usually be dissected off of the major nerves and 
vessels. The bone ends may be cleaned with a 
rongeur. Loose pieces of bone should be removed. 
Large fragments with periosteal attachments may 
be left behind after cleaning them. The wound 
should be enlarged so that there are no pockets or 
overhanging edges. The end result should be a 
clean wound which can be closed without dead 
space and adequately drained. 
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Débridement can be performed with a tourniquet 
in place if oozing or bleeding is profuse. At the end 
of the procedure, the tourniquet should be released 
and bleeders dealt with, leaving a dry wound. 

Internal Fixation. If a satisfactory reduction and 
immobilization of the fracture can be obtained by 
conservative means, such as traction or a plaster 
dressing, internal fixation in open fractures should 
be avoided. If internal fixation is required, it should 
be as simple as possible. The wire suture, the trans- 
fixion screw, the Kirschner wire, the intramedullary 
pin should be used in preference to more complex 
types of internal fixation (Figure 4). 

Wound Closure (Primary or Secondary ?). Here is 
another point where the judgment of the physician 
is put to the test. In most instances it is a matter of 
deciding each case upon its merits without depend- 
ing upon a fixed rule. The location and severity of 
the injury, the time elapsed before treatment, the 
amount and type of contamination all affect the 
decision to close the wound primarily or to pack 
the wound open. In most cases the course to take 
will be obvious. In doubtful cases discretion is 
probably the better part of valor. 

If primary closure is to be successful, tension on 
the suture line must be avoided. When tension or 
loss of skin due to injury or débridement make 
co-aptation of the wound edges impossible, split- 
thickness skin grafts can be used to cover the inter- 
vening defect. Such grafts will take except over 
avascular areas such as bone or tendons. In such 
cases, a plastic procedure may allow the primary 
defect to be covered by a sliding flap of full thickness 
skin, while the secondary defect can be covered 
with a graft. 

When primary closure cannot be carried out, the 
wound can be packed open with a roll of fine-mesh 
gauze (sterile roller bandage). Within five days, 
secondary closure can be carried out, or skin grafts 
placed on the granulating area. It is important to 
point out that secondary covering of the wound 
with grafts should be performed early if the optimal 
functional result is to be obtained (Figure 5). 

Splinting. Almost any technique for splinting the 
fracture may be used postoperatively provided that 
immobilization in a position of reduction is main- 
tained. Plaster or aluminum splints may be used, 
as well as skeletal traction. Effective immobiliza- 
tion is as important for the healing of the soft parts 
as for the healing of the fracture. Immobilization 
and elevation, with preservation of the normal 
circulation in the extremity, is of great value in 
localizing and minimizing infection should it occur. 
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The Prevention of Infection 


The most important step in preventing infection 
in an open fracture is a proper débridement. The 
few contaminating bacteria remaining in the wound 
find only healthy viable tissue. There is no necrotic 
debris upon which they may feed and multiply. The 
body defenses are hampered by the presence of 
hematomas and dead spaces filled with exudate. No 
drug or antibiotic can be effective without an ade- 
quate preliminary débridement. 

Of the antibiotics, a combination of penicillin 
and streptomycin is the most useful in the pro- 
phylaxis of infection. They should be continued 
until the wound has healed solidly. It is otherwise 
unwise to administer a variety of antibiotics simul- 
taneously in the hope of scuttling infection with a 
broadside of fungal derivatives. Should an infection 
become established and persist, a culture of the 
wound and a sensitivity test should be used to 
determine the most effective antibiotic to be used. 

Some specific measures to prevent tetanus should 
be a part of the treatment of every open fracture. 
Fortunate is the doctor whose patient has been 
actively immunized against tetanus and whose 
immunity has been maintained by an occasional 
booster shot of toxoid. In these patients, another 
booster dose of tetanus toxoid is all that is neces- 
sary. In patients once actively immunized, but lack- 
ing the booster doses to maintain their immunity, a 
dose of toxoid should be given, but this is not 
enough. They should also receive tetanus anti- 
serum, 1,500 units. For the patients without a 
history of active immunization against tetanus, 
3,000 units of tetanus antiserum should be ad- 
ministered either intramuscularly or intravenously 
(in 1,000 cc. 5 per cent glucose) after determining 
by intradermal and conjunctival tests that the pa- 
tient is not sensitized to horse serum. Great care 
must be exercised in administering antiserum to 
patients with a history of allergy, hay fever, or 
asthma. 

Gas gangrene develops in dead muscle. It is most 
common in patients with vascular injuries with 
large masses of ischemic muscle. Proper débride- 
ment usually prevents gas-gangrene bacilli from ob- 
taining a foothold. Early amputation or reoperation, 
with excision of nonviable muscle masses, may be 
necessary in cases of fracture complicated by vascu- 
lar injury. Gas gangrene antiserum should not be 
used prophylactically as a substitute for adequate 
débridement. It should only be used in the treat- 
ment of an established infection. 


Principles of Dermatologic Cherapy 


BY GEORGE E. MORRIS, M.D. 


Tufts College Medical School, 
Boston, Massachusetts 


In the therapeutic sense, most dermatoses are acute when first seen by the physician. In this stage, 


it is proper to use cool and cold baths, compresses, powders, and lotions. As healing progresses, zinc paste 


and calamine liniment may be given a cautious trial. Ointments should not be used, except in chronic dermatoses. 


No OTHER BRANCH of medicine has the therapeutic 
advantages of dermatology. It is only in this special- 
ized field that the physician may obtain such a per- 
fect view of the effects of treatment. Dermatologists 
have the unique advantage of direct observation of 
the results of any medication that has been applied 
to the skin. Today, as in the past, new chemicals 
and new modalities of treatment are constantly 
being put to the test by private physicians and clin- 
ics the world over. In order to appraise the values 
of these studies, or in order that an individual phy- 
sician may undertake such tests, a firm groundwork 
in the principles that underlie the therapy of skin 
conditions is a prerequisite. These principles are as 
old as medicine itself, and must be followed by all 
who treat the skin or by those testing new drugs on 
it. 

Failure on the part of many physicians to follow 
these established principles has caused what some 
consider today to be the greatest number ofall cases 
ever referred to dermatologists. Papers on “‘over- 
treatment dermatitis” have been written by Lane, 
Gaul, and others, and have pointed out the dangers 


of what may happen when treatment is not carried 
out according to the principles which are herein- 
after summarized and brought to date. 


Types of Eruptions 


The physician seeing a patient with an eruption 
may classify the rash into one of three categories: 
(1) acute dermatitis; (2) chronic dermatitis; or (3) 
subacute dermatitis. 

An acute dermatitis is one in which the patient 
continues to develop new lesions, notwithstanding 
the fact that he may have had his eruption for years. 
Thus, a patient may have had psoriasis for a long 
time, but if he is developing new lesions within a 
month or so of the examination, then he has what is 
known as acute psoriasis, and it must be treated as 
a case of an acute dermatitis. As a practical matter, 
then, the application of such medications as mer- 
cury, tar, and chrysarobin, which for years have 
proven of value in psoriasis, will most certainly 
result in disaster if applied to a patient who has 
acute psoriasis. 
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Figure 1. Vesicular eruption caused by treatment of a first 
degree burn with an ointment. 


A dermatitis is chronic when the patient has had 
lesions for a long time, which have been unchang- 
ing, and when no new lesions have developed for a 
period of two or three months. The dermatologist 
very rarely sees a patient with a chronic dermatosis, 
as, in general, if the rash is not getting worse or 
bothering the patient, he seldom consults either a 
general practitioner or a skin specialist. 

A third category, that of subacute dermatoses, has 
been described, in which no new lesions are appear- 
ing but in which the lesions are drying up and fad- 
ing either spontaneously or while under treatment. 

Most contact dermatoses are acute, inasmuch as 
the patient usually has a red, or vesicular eruption; 
and most infections, such as impetigo and pyoder- 
ma, are acute. 


Treatment of Acute Dermatoses 


Since most eruptions are acute, one must be well 
acquainted with the medications that are useful in 
treating acute dermatoses. 


BaTHS 


If the patient suffers from a generalized eruption, 
cold or cool starch, bran, or vinegar baths allay itch- 
ing and cool the skin. 

Starch baths are made by mixing two cups of corn- 
starch with cold water to form a paste. Two quarts 
of boiling water are then added, and the mixture is 
poured into a cool bath. The patient should sit in 


Figure 2. Same patient one week later, after treatment with 
cold aluminum acetate soaks. 


the tub for ten to fifteen minutes and allow the 
starch water to run all over the body. A half cup of 
vinegar may be added to such a starch bath to in- 
crease its astringency. The patient should dry him- 
self by patting—not by rubbing. One or two such 
baths a day may be indicated in the acute case. 

Bran baths are made by fashioning a cheesecloth 
bag containing one-half to one pound of wheat bran. 
Very hot water is allowed to run in and through this 
bag into the bathtub. The tub is then filled to half 
capacity with cool or cold water. The patient is to 
sit in this and is to use the bag occasionally as a 
washcloth. 

Vinegar baths are made by adding one-half to one 
cup of vinegar to a bath. 

Patients who complain of itching or burning or 
redness after a starch bath must be suspected of 
being allergic to cornstarch. A change to one of the 
other baths may be needed, or the use of a different 
type of starch, such as potato or rice starch, 


COMPRESSES 


If the eruption is more localized, then cool or cold 
compresses (not dressings!) may be used, along with 
cool baths. Compresses are to be applied with a 
cloth to the affected parts, and after a few minutes 
the cloth is to be removed. Dermatologists very 
rarely bandage dressings. 

Common compresses that are helpful contain 
sodium chloride, or boric acid (1 to 2 per cent solu- 
tion), or solution of aluminum acetate (diluted 1/20 


GP e July, 1954 


7 
a 


or 1/40), or Dalibour’s water. Dalibour’s water is 
composed of 


Copper sulfate.......... 10.0 
Zinc sulfate............. 30.0 
120.0 


This is diluted, one teaspoonful to a quart of cold 
water, and is excellent for pyogenic lesions. 

Potassium permanganate is not used in my prac- 
tice, inasmuch as it frequently seals pus under the 
crust and is not esthetically desirable. 


POWDERS 


Another useful medication for an acute dermati- 
tis is a dusting powder. Such powders cool and pro- 
tect the skin. 

Dusting powders are generally mixtures of four 
to six ingredients, and usually contain talc, a stear- 
ate (such as zinc stearate), zinc oxide, and a carbon- 
ate, in the desired proportions. 

Talc imparts the quality of “slip” to a powder, 
and so is added to powders designed to be applied 
to intertriginous areas. 

Stearates impart “adhesiveness”; that is, they 
help to make a powder stick onto the skin. In the 
groin or in the axilla, they will cause the two parts 
of skin to adhere to one another; consequently, 
stearates by themselves are not good dusting pow- 
ders for the parts of the body that move over one 
another. 

Zinc oxide or titanium dioxide will afford a protec- 
tive cover; whichever one is chosen will be found 
to be especially valuable in face powders. 

Carbonates add bulk and are used particularly in 
foot powders. 


LoTIONS 


Lotions are also of some value in treating acute 
dermatoses, but in general, the tendency on the 
part of the patient is to apply them too thickly, 
thereby defeating the purpose for which they are 
prescribed. Actually, a lotion is a suspension of an 
insoluble powder in a liquid. Lotions, therefore, 
combine the characteristics of compresses and of 
powders. They are used for the same purpose. 
Upen their application, the water evaporates and 
cools the parts, leaving a powder which further aids 
in the evaporation of water from the skin, thus 
causing a cooling sensation. 

Calamine lotion is the most time-honored lotion, 
but it must be mentioned here that it is best made 
without phenol. 

If the calamine lotion does contain phenol, it 
should never be bandaged on an extremity. 
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ANTIHISTAMINES 


The newer oral antthistamine tablets may or may 
not relieve itching. A trial of a few days is worth 
while if itching is severe.They should not be con- 
tinuously administered if they are found not to bene- 
fit the individual patient. 


SEDATIVES 


Sedation in acute dermatoses is a hazard, for hyp- 
notics and sedatives, such as the barbiturates and 
chloral, often serve only to make the patient semi- 
comatose, so that he will scratch the eruption while 
in a stupor, thereby aggravating the condition. 


STEROIDS 


The newer sterotds—ACTH and cortisone—have 
been reported by some physicians to be useful in 
the treatment of acute dermatoses. I have not seen 
fit to use them, due to self-imposed restrictions, and 
I am awaiting further studies before advocating 
them. 


OINTMENTS 


Ointments are useful in the therapy of chronic 
dermatoses, but frequently make acute dermatoses 
worse. Often a patient will tell his physician that 
the ointment that he applied to his poison ivy made 
him worse, or that the salve that he purchased or 
which was recommended to him burned him and 
caused his eruption to spread. This is the most com- 
mon complaint heard in a dermatologist’s office. 

Ointments are mixtures of active ingredients in a 
grease or in a grease-like substance. They are useful 
in some cases of psoriasis, in scabies, and in a few 
other skin conditions, but are in reality rarely 
necessary. 


Treatment of Subsiding Acute Lesions 


When the redness of the acute lesions is fading, 
or when the blisters or pustules have dried up and 
the patient is beginning to show cracking of the 
skin, especially of the folds, then one can apply a 
paste, such as zinc oxide paste, N.F. Application is 
made first to the cracks with a toothpick. Later on, 
the paste may be put on one or two dry areas to 
test that it does not cause an exacerbation. Then, 
if found to be of value, it may be used once or twice 
to combat the dryness of the skin. 

Calamine liniment may also be used for the sub- 
siding dry stages of an eruption. This is the phase 
which is called “subacute.” 
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Poliomyelitis is among the most common of all infectious diseases, the incidence being comparable 

to that of measles. Obviously, then, paralysis is statistically rare. Still, this disease creates great anxiety 
among parents. The physician should adhere to facts in advising parents, and every possible — 
educational measure should be employed. This is all the more important at present . 

because some new preventive techniques are undergoing trial. 


THE MANAGEMENT of problems relating to polio- 
myelitis is difficult and involves not only good 
patient care but also proper handling of community 
and parental problems that so frequently arise. The 
complexities of the disease, with its associated hu- 
man interest and emotional reaction, has often 
contributed to the difficulty of organizing sound 
medical programs. In spite of such widespread 
concern, lay persons actually are poorly informed 
on many aspects of the disease. These undersirable 
factors are no doubt due to the crippling effects of 
the disease, its predilection for children, and to the 
enormous amount of publicity relating to prevention 
and cures. The family physician is ideally situated 
to advise and educate both patients and community 
in such matters. 

It would seem timely in this article to discuss 
medical management of the disease, matters relating 
to community problems, and recent advances in 
research. 


The Virus 


Considerable time and effort have been expended 
in studying poliomyelitis, and it seems probable that 
in the near future the pathogenesis will be com- 
pletely understood, and practical methods for pre- 
vention will be available. Early in this century it 
was found that the disease was caused by a filter- 
able agent and could be reproduced in the monkey. 

Poliomyelitis may be caused by any one of nu- 
merous strains of viruses. These fall immunological- 
ly into three groups, so that immunity to any one 
strain protects against all others within the same 
group. These have been labeled type I, II, and III, 
or Brunhilde, Lansing, and Leon respectively. It is 
therefore possible for the disease to occur more 
than once in an individual. However, since the 
infection is so widespread and paralysis is so un- 
likely to occur, a person rarely has more than one 
form of paralytic poliomyelitis. 
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For many years, research was hampered by the 
fact that poliomyelitis virus studies required the 
cumbersome and expensive use of monkeys. Since 
Enders and his associates succeeded in growing the 
virus by tissue culture and on tissues other than 
nervous tissue, more rapid progress is being made 
in development of a practical, safe vaccine. 

The Virus in the Human. The route of poliomyelitis 
virus after it enters the human body is not known, 
and even the means of entrance is uncertain. The 
virus can often be isolated from the feces, naso- 
pharynx, or oropharynx of infected persons and in 
that order of frequency. Horstmann and Bodian 
independently demonstrated the presence of viremia 
preceding the onset of clinical symptoms. The incu- 
bation period of poliomyelitis is usually four to 
seven days but can be as long as several weeks. 

It is probable that the virus is ingested and enters 
the gastrointestinal tract from where it may be 
eliminated immediately or where it may remain for 
weeks. Viremia then occurs while the patient is still 
asymptomatic. When invasion of the central nervous 
system occurs, the virus attacks primarily the an- 
terior horn cells, which are then destroyed or tem- 
porarily damaged. For this reason, one cannot pre- 
dict the amount of recovery that may occur in a 
paralyzed muscle. 

Within the central nervous system, the virus 
tends to spread locally, so that neighboring neuro- 
muscular units are frequently affected with pro- 
gression of the disease. Paralysis usually is asym- 
metrical, and muscles receiving their innervation 
from the lumbar and cervical spinal cord are more 
frequently involved. 


Epidemiology and Community Problems 


Poliomyelitis is among the most common of all 
infectious diseases, the incidence being comparable 
to that of measles. Few persons reach maturity 
without having had the infection, which probably 
manifested itself by minor respiratory or gastro- 
intestinal complaints. Paralysis must indeed be a 
statistically rare occurrence. The virus is so wide- 
spread that even during minor outbreaks many 
persons carry the virus. 

Individual susceptibility to the disease is prob- 
ably as important as actual contact with the virus. 
In studying 140 hospitalized patients, historically 
we found that eighteen of them had close contact 
with persons who developed clinical poliomyelitis 
within a week. It may be significant that none of 
the 140 patients developed the disease after being 
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in contact with a person already known to have 
poliomyelitis. This helps to confirm the belief that 
persons are more infectious in the preclinical phase 
of the disease. Also, we have managed more than 
200 acutely ill patients in the home, with no new 
cases occurring as a result of contact with them. 

Many animal and insect vectors have been in- 
criminated in the transmission of the poliomyelitis 
virus. Most of these are of minor importance, and 
only the human is needed to account for its spread. 

In many communities the physician is frequently 
called upon for advice and assistance in formulating 
general policies, especially when major outbreaks 
occur. Also, as the family counselor, he must advise 
and handle such matters on an individual basis. 
Many problems can be solved more expeditiously 
by a committee composed of representatives from 
the Department of Public Health, The National 
Foundation for Infantile Paralysis, medical groups, 
and other interested organizations. 

Much has been written concerning community 
group activities during poliomyelitis outbreaks. In 
large cities it is doubtful that any restriction of 
group activities, such as the closure of schools, can 
alter the course of such outbreaks. In smaller com- 
munities, restriction is unnecessary when only the 
usual seasonal incidence of infection is evident. 

During epidemics (one to three cases per thou- 
sand population) large heterogeneous gatherings 
should be prevented, but activities involving small 
groups accustomed to frequent contact should not 
be discouraged. There is little chance of appreci- 
ably altering the course of an outbreak unless it be 
by the use of gamma globulin. This will be dis- 
cussed in more detail. When outbreaks occur in 
summer camps, most campers are already infected, 
and it would be undesirable to “break camp” and 
disseminate the virus. This, of course, is difficult 
or impossible to prevent. 


Parental Anxiety 


Physicians often find that the emotional reaction 
of parents to poliomyelitis is not only time con- 
suming but frequently an adverse influence on 
current knowledge and better judgment. One should 
adhere to facts in advising parents, and every pos- 
sible educational measure should be employed. The 
following material may help to allay the fears of 
those who are simply anxious but do not have 
children with the disease. 

1. Eighty to 95 per cent of all adults have had 
poliomyelitis, the incidence being comparable to 
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that of measles. Specific immunity occurs in such 
cases, even though the disease is undiagnosed. 

2. Fecal contamination is probably the more com- 
mon means of transmission, so that cleanliness and 
sanitation are good precautionary measures. 

3. Individual resistance is an important factor. 
Exhaustion and fatigue apparently increase the 
severity of the illness. Children with mild infections 
should be given the maximum amount of rest and 
should not be subjected to long tiring trips. 

4, With or without the threat of poliomyelitis, it 
is advisable to avoid contact with persons known to 
be ill. 

5. Social development of children is important, 
and their activities should not be altered when the 
usual seasonal poliomyelitis incidence is present. 
Social growth stimulations, such as schooling, 
swimming, parties, picnics, camps, and church ac- 
tivities, should be encouraged wherever possible. 

The unpleasant task of informing parents that 
their child has poliomyelitis often arises. Several 
reassuring facts may decrease their anxiety. 

1. Only a fraction of 1 per cent fail to survive 
poliomyelitis infection. 

2. Less than half of those with central nervous 
system involvement develop paralysis. 

3. The chances of paralysis are negligible when 
temperature becomes normal. 

4. When fever subsides, patients without respira- 
tory paralysis always get better and never worse. 
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5. Many paralytic patients recover completely, 
and 85 per cent show marked improvement. 


Predisposing Factors 


Various factors and conditions appear to make 
persons more susceptible to poliomyelitis. Some 
are real and proven, while others are of doubtful 
importance. 

Season, Sex, and Age. Poliomyelitis is thought to 
be a disease of summer and autumn months. How- 
ever, cases occur sporadically throughout the year, 
and major epidemics do occur in the winter. One 
should not permit seasonal incidence to influence 
decisions regarding diagnosis. 

Children are notoriously victims of the disease, but 
in recent years the mean age has increased consider- 
ably. Approximately one-fourth of all poliomyelitic 
patients being admitted to Vanderbilt Hospital are 
15 years or older. Thus the disease is now one of 
childrenand young adults. In most large series, as in 
ours, males are affected more frequently than females. 

Fatigue. Physical exertion, exhaustion, and loss 
of sleep, during the early stage of the disease, may 
cause the disease to be more severe; whereas rest 
and comfort at the onset may reduce the chances of 
paralysis. For this reason, it is desirable that per- 
sons with minor infections get sufficient rest, es- 
pecially during the summer months and in the 
presence of major outbreaks. Under the same 
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Figure 1. Tripod Position. 


Figure 2. Chin-Knee Test. 


circumstances, long fatiguing trips should definite- 
ly be avoided. 

Pregnancy. There is no adequate explanation for 
the fact that pregnancy predisposes to poliomyelitis. 
Also the disease is likely to be more severe in the 
latter months of pregnancy. It is interesting that the 
fetus is not affected, and the disease is extremely 
rare in the newborn and in the young infant. 

Tonsillectomy and Oral Surgery. When operative 
procedures are performed in the mouth or pharynx 
within a month prior to the onset of poliomyelitis, 
the incidence of bulbar involvement is increased. 
Some believe that the incidence of the disease is 
actually increased. Tonsillectomies should be 
avoided during major poliomyelitis outbreaks, and, 
wherever possible, elective pharyngeal and oral 
surgery should be postponed. It is the author’s 
opinion that candidates for such procedures should 
be given gamma globulin two weeks prior to the 
operation. 

Immunizations. Some feel that immunizations 
given within four weeks prior to the onset of 
poliomyelitis contribute to paralysis of the part into 
which the injection was made. No definite conclu- 
sions have been reached in this regard. Evidence is 
that the more rapidly absorbed materials, such as 
penicillin and gamma globulin, do not carry the 
same risk. 

In order to avoid such a possibility, basic immuni- 
zations may be completed during the early months 
of life, when the infant is relatively immune, and 
booster injections may be given during the winter 
months. Certainly we should not allow this possible 
hazard to detract from our excellent national im- 
munization program. 


Clinical Poliomyelitis 


The onset of poliomyelitis is usually insidious, 
and extensive paralysis does not occur as an initial 
manifestation. Following an incubation period of 
several days, patients often experience the pro- 
drome of poliomyelitis as illustrated in Chart 1. 
This is characterized by a one- to four-day illness 
with symptoms of respiratory disease, gastrointes- 
tinal disorders, headache, slight fever, general ma- 
laise, or even stiffness of the neck. Histories of such 
prodromata are obtained in slightly less than half 
of poliomyelitis patients admitted to our hospital. 

If the disease terminates at this point, it is 
thought of as being abortive poliomyelitis. This is. 
far the most common form of the illness and, more 
often than not, such cases are not diagnosed. 
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When patients are asymptomatic for one to five 
days and then develop clinical signs of poliomyelitis 


without paralysis the condition is termed nonpara- 


lytic poliomyelitis. Such patients rarely have exten- 
sive encephalitis. Those with the paralytic form may 
have lesions in the bulbar region, spinal cord, or 


both. 


EARLY PHYSICAL SIGNS 


Classical signs and symptoms of acute poliomye- 
litis are muscle pain and tenderness, nuchal rigid- 
ity, fever, headache, vomiting, and drowsiness. 
Kernig’s and Brudzinski’s signs are almost invaria- 
bly present. With children it is difficult to demon- 
strate nuchal rigidity by the usual method, as they 
merely sit up when an attempt is made to flex 
their neck. 

There are several simple tests that more accur- 
ately reveal the presence of meningeal irritation. 
Poliomyelitic patients are uncomfortable when 
forced to sit and will, therefore, assume the 
“tripod” position with both arms bracing their 
very rigid spine (Figure 1). The futile attempts “to 
place head between knees” or “kiss knee” (Figure 
2) and to touch chin to chest (Figure 3) are recog- 
nized in the accompanying sketches. Meningeal 
irritation can also be demonstrated by the child’s 
inability to distinguish “heads or tails” on a coin 
that has been placed on the umbilicus (Figure 4). 
One should be cautious in distinguishing between 
meningeal irritation and spasm of the posterior 
neck muscles. 

Deep tendon reflex responses are varied and un- 
reliable during the acute phase of this disease, and 
they are of no significance until the convalescent 
stage when hypoactivity is present in the extensive- 
ly involved neuromuscular groups. 

Patients with poliomyelitis occasionally complain 
of hyperesthesia but never show other evidence of 
sensory disturbances. Anesthesia or numbness 
should make one suspicious of other disorders. 
This in combination with paralysis has been the 
chief complaint of many patients with hysteria due 
to “polio phobia.” 

Muscle pain and demonstrable muscle spasm are 
frequent manifestations of acute poliomyelitis. 
“Spasm’”’ is demonstrable by the inability to extend 
or completely relax a muscle without its becoming 
“tight” and painful. Various etiologic explanations 
for this have been advanced, but as yet the mecha- 
nism is obscure. The symptom usually appears early 
and subsides as the patient becomes afebrile. 
Occasionally it persists well into the convalescent 
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Figure 3. Chin-Chest Test. 


Figure 4. Coin Test. 


Figure 5 (above and below). Splinting of Diaphragm and Intercostal Muscles. 
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stage. There is no apparent relationship between 
paralysis and spasm in any given muscle. Visible 
fibrillation is occasionally present in muscle groups 
that subsequently become paralyzed. 

Hypertension is now being recognized as a com- 
mon manifestation of severe poliomyelitis in both 
the acute and the convalescent period. Bulbar 
poliomyelitis patients—even those with isolated 
cranial nerve involvement—usually have mild to 
severe hypertension. Such symptoms as headache, 
vomiting, and convulsions are often present. This 
manifestation is probably central in origin and is 
very difficult to control or prevent. 


LABORATORY STUDIES 


Laboratory studies in poliomyelitis are helpful 
and confirmatory but frequently misleading. Their 
value is principally in the elimination of other 
diseases. The importance of the history and physical 
examination cannot be overemphasized, and one is 
often justified in diagnosing poliomyelitis with nor- 
mal blood and spinal fluid findings. There is no sim- 
ple, reliable, inexpensive test for poliomyelitis. 

When the clinical diagnosis of poliomyelitis is 
clearly apparent, it is unnecessary to do a lumbar 
puncture. If uncertainty exists, the procedure is 
indicated. Before attempting a spinal fluid cell 
count, any red cells should be destroyed by flushing 
the empty pipette with glacial acetic acid. This is 
important since the mistaken identity of several 
cells may be misleading. Spinal fluid that is contam- 
inated by peripheral blood can usually be examined 
with a fair degree of accuracy if one leukocyte is 
subtracted for every 500 erythrocytes present, as- 
suming the peripheral blood counts are normal. 
The spinal fluid white cell count in poliomyelitis 
varies from 0 to 1,000, occasionally higher. Four- 
teen per cent of all our patients in one season had 
cell counts less than ten, and four patients had no 
cells. In general, pleocytosis will be greater several 
days after the onset of the disease and may persist 
for two to three weeks. There is no correlation be- 
tween the cellular response of the meninges and 
the severity of the illness. The differential exami- 
nation of the spinal fluid white cells is of no diag- 
nostic importance. 

Spinal fluid protein is frequently increased in 
this disease but not often enough to be of diagnostic 
significance. Frequently protein content may be 
normal at the onset and increased with the pro- 
gression of the disease. 

Spinal fluid sugar is normal or elevated in polio- 
myelitis. Its determination is valuable in eliminating 


the possibility of pyogenic infections in which in- 
stances the level is low. Due to technical difficulties, 
it is often impossible to obtain a quantitative sugar 
determination immediately, when it is most helpful. 
For this reason, we employ in addition to the usual 
test a semiquantitative test for spinal fluid sugar. 
Five test tubes are arranged as in Table I on oppo- 
site page. After the addition of standard qualitative 
Benedict’s solution and spinal fluid, the tubes 
are boiled for five minutes. The amount of sugar 
is interpreted in “pluses” as with the standard 
urinary sugar test. An estimate of the level in milli- 
grams per 100 cc. can then be made by referring 
to Table 1. 

Routine culturing of spinal fluid is advisable, 
since bacterial meningitis can occur with little or 
no cellular response. Spinal fluid chloride determin- 
ations are of no value and only reflect the blood 
chloride level which may be low if considerable 
vomiting has occurred. 

Peripheral blood studies reveal nothing charac- 
teristic of poliomyelitis. One might reasonably 
expect a leukopenia; however, approximately half 
of our patients have white blood counts in excess 
of 10,000. 


Differential Diagnosis 


Despite advances that are being made with many 
phases of poliomyelitis, it remains one of the most 
difficult diseases to diagnose. Much of this is due 
to the lack of a practical laboratory test and the 
necessity for relying almost entirely on the history 
and physical examination. 

Poliomyelitis is rarely overlooked as a possible 
diagnosis, but many patients are mistakenly thought 
to have the disease. Table 2 on opposite page lists 
the final diagnoses of twenty-three patients referred 
to the Vanderbilt Pediatric Service as having polio- 
myelitis. These occurred in one season during 
which time 140 poliomyelitis cases were hospital- 
ized. It is interesting that during this period four- 
teen patients with scurvy were referred to the serv- 
ice, and exactly half were initially thought to have 
poliomyelitis. The associated pseudoparalysis was 
obviously the misleading sign. 

Pseudoparalysis is also present in such entities 
as osteomyelitis, hysteria, urinary tract infections, 
fractures, and postconvulsive states. Statistically, it 
is found that poliomyelitis is more often overlooked 
during the winter months and in middle-aged or 
elderly persons. Encephalitis of other diseases can 
be indistinguishable from poliomyelitis, especially 
in the absence of paralysis. 
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Clinical Forms of Poliomyelitis 


The usual concept of abortive, nonparalytic 
and paralytic poliomyelitis has been discussed and 
needs no further expansion. It is unfortunate that 
a standard classification of the disease does not 
exist. However, the various clinical types will be 
discussed according to commonly used terminology. 

Bulbar Poliomyelitis. Notoriously this is the more 
severe form of the disease, but fortunately only 
about 5 per cent of patients with central nervous 
system involvement have such signs. Ocular and 
facial nerve paralysis is often accompanied by bulbar 
manifestations and is, therefore, included under 
this category. As a generality, it may be said that 
most patients with brain stem lesions recover com- 
pletely if they survive the acute illness. This is 
especially true with isolated cranial nerve paralysis. 

The mortality in respiratory center derangement 
is extremely high. Such patients lose their ability 
to initiate and regulate respiration according to 
biochemical needs. Breathing is irregular and of 
varying amplitude. Because of this such patients 
adapt very poorly to the regular cycle of the 
respirator. Patients with respiratory failure of any 
type should be hospitalized where facilities are 
available for the study of pulmonary ventilation, 
cardiovascular regulation, and fluid-electrolyte 
balance. 

With the medulla, “vital centers” are in such 
close proximity that it is difficult to clinically sepa- 
rate involvement of one from the other. There is 
usually overlapping, as seen by the common com- 
bination of respiratory center and cardiovascular 
center disease. 

Inability to swallow is a common complication 
of bulbar poliomyelitis and occurs with paralysis 
of nerves supplying the palate or pharynx. Such 
patients should not be fed orally or by gastric tube 
since vomiting followed by aspiration is always a 
hazard. Parenteral feedings are necessary during 
this time. 

Mechanical aspiration of the accumulating oral 
and pharyngeal secretions may be effective during 
the early stages and the problem of when to do a 
tracheotomy always arises. As a “‘working rule,” the 
procedure should not be a last resort and should 
be done when a clear airway no longer exists. This 
situation may arise with vocal cord paralysis. Expert 
nursing and medical supervision is necessary with 
any tracheotomized patient. 

Encephalitis. It is known that most patients with 
paralytic poliomyelitis have some degree of en- 
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cephalitis. However, occasionally encephalitis is 
the major or only manifestation of central nervous 
system involvement. Mental confusion and excite- 
ment are outstanding symptoms. Such patients 
often recover completely but may be difficult to 
manage during the acute illness. 

High Cervical Cord Involvement. Respiratory 
failure may be the result of damage to the anterior 
horn cells supplying the intercostal and dia- 
phragmatic musculature. Manual splinting of either 
diaphragms or intercostals is helpful in localizing 
the affected respiratory muscles (Figure 5). In 
contradistinction to bulbar disease, respiratory 
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Patients Referred as Poliomyelitis with 


Other Diseases 
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Semiquantitative Spinal Fluid Sugar Test 
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Scurvy 7 Osteomyelitis 1 
Meningitis 3 B. dysentery 1 
Brain tumor 2 Tick typhus 1 
Meningococcemia 1 Intussusception 1 
Encephalitis 1 Guillain-Barré 1 
Gastroenteritis 1 Hysteria 1 
Pyelonephritis 1 Fecal impaction 1 is 


movements here are regular but shallow, due to 
partially paralyzed muscles. These patients adapt 
well to respiratory aids from which they are often 
difficult to “wean.”’ Unfortunately, extensive paraly- 
sis of the trunk and extremities is frequently 
present, so that rehabilitation is prolonged or im- 
possible. Expert medical supervision is, of course, 
necessary during the acute and convalescent periods. 


Treatment 


The medical management of patients with acute 
poliomyelitis has been a favorite topic in medical 
and lay publications. Very few real contributions 
have been made in spite of sensational introductory 
claims. One should be cautious in evaluation of 
any new ideas or treatment regimen. Controlled 
human experiments are difficult or impossible, and 
results are often colored by variability in clinical 
disease. There are certain fundamental principles 
of care that are well established. 

Rest. It becomes increasingly evident that rest 
and comfort during the early or prodromal phase 
of poliomyelitis may minimize or even obviate 
paralytic manifestations; whereas, exercise, fatigue 
and exhaustion may result in serious sequelae. It 
is important that all persons with apparent minor 
illnesses be at rest, especially during poliomyelitis 
outbreaks and even at the expense of studies that 
might be of routine or academic importance. An- 
noying procedures or manipulations of question- 
able importance should be eliminated or postponed. 

Whenever possible. nonparalytic and mildly 
paralytic patients should be treated at home where 
maximal amount of rest and comfort is afforded. 

Moist Heat. Moist heat (‘hot packs”) is of 
symptomatic value and should be employed ac- 


cording to the patient’s desires. Many patients - 


with muscular pain and spasm are temporarily re- 
lieved by moist heat, but approximately one-third 
of our patients object to its use. For these reasons, 
we apply “hot packs” initially but allow the pa- 
tients to “order” them according to their needs. 
Such packs should be applied to only the muscle 
groups affected. 

Position of Comfort. During the febrile illness, 
patients should not be forced to remain in uncom- 
- fortable positions. Foot boards, bed boards, and 
the “flat in bed” position may be of importance 
during convalescence but can be harmful during the 
active infection. 

Drug Therapy. Numerous specific medications 
have been used for this infection and all to no avail. 


We have abandoned all drugs except aspirin and 
mild sedatives; the latter should not be given when 
there is any suggestion of respiratory or bulbar 
involvement. Gamma globulin, used in prevention 
of poliomyelitis, has no place in its treatment. 

Fluids and Electrolytes. In the past, both over- 
hydration and dehydration have been said to be 
beneficial in poliomyelitis. A normal fluid and elec- 
trolyte balance is always desirable. 

Urinary Retention. This complication occurs with 
most bulbar and many spinal poliomyelitis patients. 
Urinary retention contributes to the patient’s dis- 
comfort and should be prevented or corrected. In 
children, especially, good results have been ob- 
tained by the use of Furmethide ; however, catheter- 
ization is often necessary. 

Psychotherapy. It is most important that polio- 
myelitis patients be in a comfortable, cheerful, 
and reassuring environment. Music and reading 
are helpful during wakeful hours. In contradistinc- 
tion to children, adults often realize the significance 
of their illness and are unable to sleep or rest. Emo- 
tional instability can best be managed by the pa- 
tient’s relatives, physician, therapists, and nurses. 


Home Care for Poliomyelitis 


Unfortunately it became customary in the recent 
past to hospitalize all patients suspected of having 
poliomyelitis. Such illogical management does not 
occur with other diseases which are usually treated 
on an individual basis and in a normal environment 
whenever possible. Routine hospitalization of polio- 
myelitis patients probably arose from abnormal 
fears of serious sequelae, publicity concerning the 
crippling effects of the disease, and the develop- 
ment of “police centers.” Physicians frequently con- 
tributed to this by referring patients to poliomye- 
litis “specialists” in order to avoid the emotional 
reaction of anxious parents. The family physician 
is ideally and uniquely equipped to give the best 
care for nonparalytic and mildly paralytic patients, 
and most hospital procedures can be carried out 
just as easily in the home. 

Home care is conducive to rest and comfort 
when one weighs the advantages of the patient’s 
own bed, with his own mother or close relatives in 
attendance, against the undesirable features of a 
usually “hard” hospital bed, excessive noise, 
gowned, strange figures, routine temperatures, and 
other emotionally disturbing factors that arise with 
any hospitalization. 

Life-endangering complications do not occur 


GP « Volume X, Number 1 


9 


suddenly in this disease, and even with rapidly 
progressing infection, the physician has adequate 
warning, since premonitory signs of extensive in- 
volvement appear early. 

Objections to home care may arise because of 
possible cross-infection with other members of the 
family, especially siblings. This danger does not 
appear real in our experience, since with over 200 
home-treated patients, no instance of cross-infection 
has been reported. Relatives and attendants should 
be given simple instructions in handwashing and in- 
dividual bedpan techniques. Preferably, patients 
should have a room to themselves. 

It is generally agreed that many suspected polio- 
myelitis patients may have another type of virus 
encephalitis. By avoiding hospitalization, one can 
eliminate the remote possibility of cross-infection 
with poliomyelitis and other infectious diseases. 

The immediate family and relatives of patients 
do not experience as much emotional instability 
when patients are managed in the home. They un- 
derstandably are more co-operative and helpful 
when occupied and observing the patient’s progress 
on an hour to hour basis. This has been in striking 
contrast to the reaction of parents with hospitalized 
children. We have also benefited by the fact that hos- 
pital beds are not depleted during poliomyelitis 
outbreaks. Also, the expense of hospitalization is 
obviated. Under this program the community re- 
action has been more stable, and many persons 
are requesting home care. 

It is interesting that only six patients have been 
hospitalized after a trial at home, and none of 
these has serious sequelae. 

Home care has received the enthusiastic co- 
operation of physicians. Atkinson reviewed his 
experience in this area, comparing favorably the 
incidence of paralysis in patients diagnosed early 
and treated at home with those who were hos- 
pitalized. His observation offered ‘“tadded proof 
that whenever possible poliomyelitic patients can 
best be treated locally, preferably in the home, 
thereby avoiding extensive travel and further re- 
ducing the incidence of paralysis.” 

Credit should be given the Nashville Pediatric 
Society as the first medical group to publicly ap- 
prove of and insist on home care of certain polio- 
myelitis patients. This group has been active for 
several years in promoting the program. In most 
instances the disease in the middle Tennessee area 
can be managed in a fundamentally sound medical 
fashion. 

Medical groups have had the co-operation of the 
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Department of Public Health and The National 
Foundation for Infantile Paralysis. These groups 
have provided nurses for home visits, consultants, 
equipment, and attendants to facilitate good medi- 
cal care. 

Diagnostic and consultation teams have been 
organized in many communities to assist the family 
physician. In our own situation, Vanderbilt Uni- 
versity Hospital has provided a community diag- 
nostic screening service in the Outpatient Depart- 
ment. Also, most patients having had home care 
return to our orthopedic and physical therapy out- 
patient division for muscle evaluation. When indi- 
cated, physical therapeutic programs are planned 
at that time. 


When To Use Hospitalization 


Many patients with poliomyelitis require hos- 
pitalization, and each case should be considered 
on an individual basis. There are several clearcut 
indications. 

Any person with respiratory, bulbar, or cranial 
nerve paralysis should be hospitalized immediately. 
Patients having cranial nerve involvement might 
well be treated in the home if progression of the 
infection has ceased. However, due to the proximity 
of the cranial nerve nuclei to so-called “‘vital cen- 
ters,” it is wise not to consider home management 
when this complication is present. For the same 
reason, patients with deltoid paralysis should be 
under constant expert observation. Poliomyelitis 
patients who are primarily encephalitic are often 
better managed in a hospital. Large families with 
limited house space frequently are unable to assume 
the additional responsibility of having a sick pa- 
tient at home, and occasionally it is impractical 
for a rural physician to employ home care because 
of the simple matter of distance to and from the 
home. 

Local community hospitals should be utilized 
for the care of poliomyelitis patients whenever 
possible, and contagious disease units are not 
necessary for their care. Some general hospitals 
refuse to admit poliomyelitis patients because of 
their “infectivity.” This reflects ignorance of facts 
and poor judgment on the part of those responsible 
for such archaic hospital regulations. 


Hospital Routines 


Patients suspected of having nonparalytic polio- 
myelitis are often inaccurately diagnosed and should, 
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therefore, be individually isolated. Paralytic pa- 
tients may be grouped in a large room, thereby 
avoiding the necessity for individual isolation tech- 
niques except for handwashing between patients. 
It is, of course, imperative that all patients have 
individual bedpans, although sterilization is not 
necessary until the patient is dismissed from the 
hospital. A seven-day isolation period is generally 
accepted as sufficient. However, this is usually 
governed by regulations of the State Department 
of Public Health. 

Excellent pamphlets on isolation technique and 
nursing care are available from The National Founda- 
tion for Infantile Paralysis. 

Patients seriously ill with poliomyelitis require 
considerable attention from nurses, consultants, 
and therapists. It is most important that such per- 
sonnel work in a smooth co-ordinated fashion so as 
to provide the patient with adequate rest. The 
“team” approach is also helpful in preventing 
interference with the responsibilities of each per- 
son concerned. 


Possible Prevention of Poliomyelitis 


It is likely that the eventual medical control of 
this infection will come through prevention and not 
through treatment. Recent developments are en- 
couraging but not conclusive. All preventive meas- 
ures should be critically evaluated, and the impres- 
sion of many lay persons that “polio has now been 
licked” is false and unduly optimistic. 

Gamma Globulin. Horstmann and Bodian dem- 
onstrated viremia in their animals with polio- 
myelitis preceding clinical manifestations. Bodian 
found that paralysis could be prevented by in- 
jection of gamma globulin before the period of 
preclinical viremia. These animals nevertheless 
developed antibodies against the disease. 

A mass, well-controlled human experiment was 
then undertaken using 54,772 school children in 
three epidemic areas. The evidence was good that 
gamma globulin gave some protection against the 
disease and that this protection was evident a week 
after the injection lasting for another four weeks. 
It seems likely that gamma globulin gave temporary 
passive immunity. 

The following summer, gamma globulin was used 
on a national scale. Several mass community im- 
munizations were performed according to the 
criteria of the original human experiment. The 


bulk of the material, however, was used in an 
attempt to immunize “household contacts” of 
persons diagnosed as having acute poliomyelitis. 
The value of the latter procedure was obviously 
questionable and without experimental background. 
The author is of the opinion that little or no pro- 
tection was achieved in such instances. All such 
nonimmune contacts would probably have de- 
veloped poliomyelitic viremia prior to the injection. 
The accuracy of this immunization technique will 
no doubt be revealed in a follow-up study of the 
program. 

It should be emphasized that disparity between 
supply and demand for gamma globulin, expense 
of the blood product, and temporary nature of the 
immunity make it impractical as an overall pro- 
tection against poliomyelitis. Its use in selected 
persons and in mass community immunization 
would appear to be of considerable value. 

Poliomyelitis Vaccine. Active immunization with 
poliomyelitis viruses is, of course, the obvious goal 
in the prevention of poliomyelitis. This may be 
possible by the use of live attentuated viruses or 
by killed viruses. 

Attenuated virus immunization is theoretically 
more desirable, since the degree of protection 
would be greater and of longer duration. It has 
been difficult to attenuate viruses of all strains so 
as to be assured that inoculated subjects will not 
experience the disease and its paralytic effect. Re- 
search will, of course, continue in this desirable 
direction. 

Killed viruses remain the second most desirable 
vaccine for producing active immunity. Salk has 
demonstrated that antibodies can be produced by 
the injection of killed viruses. The degree of pro- 
tection afforded by this antibody level is not 
known, and the duration of such possible protec- 
tion is uncertain. The value of active immunization 
by this method must, of course, be ascertained, and 
it is for this reason that a human experiment will be 
undertaken this spring and summer. These subjects 
will be from selected areas in each state. This ap- 
proach to poliomyelitis immunization must be criti- 
cally evaluated at the end of the experiment before 
one can attest to its effectiveness. 


Aided by an appropriation from the National Foundation 
for Infantile Paralysis. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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THE ADVENT of summer brings into use a common 
piece of machinery—the lawn mower. Its chief po- 
tential for injury is low back pain. The high-speed 
rotary mower is considerably more dangerous. 

Structurally, the average high-speed rotary lawn 
mower has four wide steel blades, travelling at a 
speed of about 3,750 rpm. As a direct shearing 
force, this instrument has no trouble amputating 
human flesh and bone. When fragmentation of the 
blade occurs during motion, the pieces of steel re- 
leased closely resemble fragment missiles discharged 
by exploding mortar shells. The injuries resulting 
from the rotary power mower are of two types. 

1. As depicted in Figure A, the first type is ampu- 
tation, usually of the digits or dorsum of the fore- 
foot, when the machine is inadvertently passed over 
the foot of the driver. This usually happens when 
the driver attempts to cut grass on a slope or in a 
slanted depression. Unsure footing permits the foot 
to slip under the rotary mower, down the decline, 
while the machine is held in position by the driver. 
A clean amputation of the shoe and underlying 
tissues usually results. 

2. The second type of injury occurs when the 
blades of the high-speed rotary cutter strike an em- 
bedded, firm object. Fragmentation of a blade re- 
sults, and the missile is driven off at high speed with 
all of the characteristics of a shell fragment. Should 
this blade encounter human flesh, the resulting in- 
jury is similar to thousands of wounds encountered 
in warfare. The injuries may, and have, included 
severe bone injury, extensive tissue damage, and 
vascular and neural disruption (Figure B). 

Treatment of such accidents, of course, depends 
entirely upon the type of tissue involvement and the 
extent of damage. In general, the frequently out- 
lined principles of treatment of traumatic wounds 
should be followed rigorously. These are: 

1. Prophylactic immunization for tetanus. 

2. Prompt surgical débridement and indicated re- 
construction. 

3. Proper antibiotic protection. 

Adequate protection against tetanus infection in 
these wounds can be best obtained by following the 
recommendations of the Committee on Passive Im- 
munization of the American Association for the 
Surgery of Trauma. This report will soon be publi- 
cized. It indicates that prophylactic antitoxin against 
gas gangrene is ineffective, and the most reliable 
prophylaxis against such anaerobes is early, ade- 
quate wound surgery without closure. Delayed su- 
turing is indicated several days later when the 
wound is clean. 
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BY VINCENT M. IOVINE, M.D. 
Washington, D. C. 
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BY MAJOR WILLIAM J. HEMPHILL, MC, AND LT. COL. WILLIAM N. PIPER, MC 


Walter Reed Army Medical Center, Washington, D. C. 


The proper management of skin cancer is compounded of: (1) proper prophylactic treatment, (2) early diagnosis 
of skin cancer confirmed by histologic examination, (3) careful evaluation of the lesion, the patient, 

and the physician’s training and capabilities, and (4) complete destruction of all cancerous tissue. It is not possible 
for one specific therapeutic modality to be the optimal method of treatment for all cancers of the skin. 


ALTHOUGH the subject of basal cell cancer (Figures 
la, b) and squamous cell cancer (Figures 2a, b) of 
the skin is thoroughly discussed in standard text- 
books on dermatology and histopathology, the man- 
agement of these common neoplasms should be 
summarized in order to emphasize certain aspects 
which may affect their curability. Since the cure 
rates of skin cancer are essentially the same with 
any one modality in competent hands, physicians 
must strive to raise these rates by earlier diagnosis 
and prompt, adequate therapy. The patient must 


Figure la. Basal cell cancer. Clinical: Ulcerated nodule with 
characteristic pearly rolled border. 


subsequently be examined at regular intervals to 
confirm clinical cure. 


Diagnosis of Skin Cancer 


Educational campaigns have made the public can- 
cer conscious and have encouraged people to bring 
many types of lesions to physicians to ascertain the 
presence of cancer. This is particularly true of those 
having a past history of known skin cancer. Accord- 
ing to unpublished tumor registry statistics at Wal- 


Figure Ib. Basal cell cancer. Photomicrograph: Proliferation of 
darkly stained “basal cells” with characteristic palisade forma- 
tion at the periphery. 
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Figure 2a. Squamous cell cancer. Clinical: Crusted and ulcer- 
ated cauliflower-like mass with erosion. (Courtesy: University of 
Pennsylvania Department of Dermatology.) 


ter Reed Army Hospital, 17 per cent of the basal cell 
cancers removed during the years 1949 to 1953 
were in patients with a history of skin cancer. Many 
of these lesions were discovered during routine 
follow-up visits, while some were found in patients 
new to our clinic. 

As the tendency of the laity to delay seeking 
medical advice is overcome, physicians must in- 
crease their index of suspicion. Levin found that the 
physician was often as guilty in delaying diagnosis 
and treatment as the patient was in seeking treat- 
ment. More recently Robbins, MacDonald, and Pack 
found that while patient delay in seeking treatment 
had dropped from 44 per cent in 1928 to 31 per cent 
in 1948, physician delay in instituting therapy had 
risen from 17 per cent to 23 per cent. In a group of 
fifty-three physicians with cancer of the skin or visi- 
ble mucosal surfaces, 66 per cent delayed seeking 
professional advice. 

With any skin lesion, the possibility of cancer 
must always be considered. If cancer remains un- 
diagnosed, it is either maltreated or receives no 


Figure 2b. Squamous cell cancer. Photomicrograph: Prolifera- 


tion of anaplastic and undifferentiated prickle cells with nu- 
merous mitotic figures and dyskeratotic cells invading the dermis. 


treatment. Scaly, warty, or ulcerated areas which 
bleed easily when traumatized—especially in blond, 
blue-eyed persons who sunburn easily—must be re- 
garded with suspicion. The possibility of cancer 
should also be recognized in lesions which are 
chronic or recurrent, recalcitrant to routine ther- 
apy, or associated with chronic irritation or inflam- 
mation. The characteristic rolled, pearly border of 
the basal cell cancer may not be readily apparent on 
cursory inspection, but with appropriate magnifica- 
tion, it is visible in nearly all cases. Squamous cell 
cancers may appear de novo or from a senile kera- 
tosis. 

Pain and other symptoms are usually not present 
at first, although the patient may complain of slight 
itching or tingling in recent, rapidly-growing le- 
sions. 

Some lesions may be invasive rather than papil- 
lary in character. These may present only an in- 
dolent eroded or ulcerated area which bleeds easily 
on trauma and is relatively painless unless second- 
arily infected. 


Figure 3a. Senile keratosis. Clinical: Scaly and moderately pig- 
mented indurated flat, keratotic lesion which bled easily when 
scales were removed. 


Figure 3b. Senile keratosis. Photomicrograph: Small keratotic 
lesion with hyperkeratosis, acanthosis, and a disorderly arrange- 
ment of the rete pegs, containing dyskeratotic cells with down- 
ward proliferation into the dermis. 
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Figure 4a. Leukoplakia. Clinical: Sharply demarcated, irregu- 
lar, white, slightly elevated plaque with fissures involving most 
of the buccal mucosa. 


Precancerous Skin Lesions 


Another group of skin lesions offering a fertile 
field for prevention and early diagnosis of cancer is 
that of the precancerous dermatoses, 20 per cent of 
which, according to Ormsby and Montgomery, may 
progress to clinical cancer. The lesions to be con- 
sidered are senile keratosis (Figures 3a, b,) leuko- 
plakia (Figures 4a, b), radiodermatitis (Figures 5a, 
b), tar and arsenical keratoses (Figures 6a, b). 
Bowen’s disease (Figures 7a, b), while generally 
classified as a precancerous lesion, is considered by 
Lever and others to be actually an intraepidermal 
squamous cell cancer. Xeroderma pigmentosum 
(Figures 8a, b), a rare disease usually beginning 
early in life, is characterized by subsequent malig- 
nant changes, the most common of which is basal 
cell cancer and less frequently squamous cell can- 
cer. Diagnostic criteria will not be discussed here. 
Histologic examination is essential for.the differen- 
tiation of certain precancerous lesions from those 
that have progressed into invasive cancer. 


Figure 5a. Radiodermatitis. Clinical: Chronic radiodermatitis 
characterized by erythema, atrophy, scaling, pigmentation, loss of 
hair, and telangiectasia. 


acanthosis with numerous mitotic figures and dysheratosis of the 
prickle cells which tend to proliferate downward. 


The presence of any of these diseases, in a pa- 
tient with or without the diagnosis of cancer, is suf- 
ficient basis to initiate a schedule of repeated exam- 
inations at three- to six-month intervals in order 
that incipient cancer may be detected. The ideal 
stage in which to treat cancer is before it has de- 
veloped—in the precancerous stage. The principles 
of treatment of the precancerous dermatoses are es- 
sentially the same as those for cutaneous cancer— 
complete destruction of the disease. 


Diagnosis by Biopsy 


Once the diagnosis is made clinically, it should 
be confirmed by pathologic examination. It is no 
more logical to treat suspected cancer without tissue 
examination than it is to treat suspected syphilis 
without a serologic test for syphilis. Patients usually 
agree to submitting to a biopsy once they are in- 
formed of the possible existence of skin cancer. 

The tissue may be obtained by total excision if 
the lesion is small, or by punch or wedge biopsy if it 


Figure 5b. Radiodermatitis. Photomicrograph: Ulceration and 
crust with atrophy of the epidermis. In the dermis, atrophic sweat 
glands and lack of hair follicles with fibrotic thickening of the blood 
vessel walls. Dilated capillaries throughout the upper dermis. 
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Figure 6a. Arsenical keratosis. Clinical: Keratotic lesion on the 
palm of the hand (simulating the appearance of a senile kera- 
tosis), following arsenical therapy of long duration. 


is too large to excise in toto. According to Lever a 
biopsy specimen 6 mm. in diameter is usually ade- 
quate. The procedure, which is simple, adds little 
to the treatment time and usually can be accom- 
plished under local anesthesia as an office proce- 
dure. Both the choice of treatment and accurate 
prognosis depend on tissue examination. 

In the interpretation of the pathologic findings, 
one must beware of the false sense of security that 
may follow the pathologist’s report: ““The tumor 
tissue does not extend to the margin of the excision 
in the sections examined.” The tissue section ex- 
amined (usually less than 10 microns in thickness) 
describes only that specific portion of the tumor. 
Only by the examination of serial sections of the en- 
tire lesion can it be proved that all cancerous tissue 
has been removed. This is obviously not practical 
for every case. The tendency for cancer to extend 
along pre-existent skin structures has recently been 
stressed by Mohs. This should make one aware that 
asymmetry can exist under an apparently symmet- 
rical tumor. 


Figure 7a. Bowen’s disease. Clinical: A solitary serpiginous 
lesion, 7 x 10 centimeters in size, characterized by scales and 
erythematous papular lesions presenting a weeping, oozing sur- 
face, not unlike “eczema.” 


logic picture is similar to that characteristic of senile keratosis. 


The accompanying diagram (Figure 9) reveals the 
danger of a too close margin of treatment which 
does not take into consideration the possibility of 
“silent” extensions into adjacent normal tissue. Skin 
cancers which may be misleading are those with 
“iceberging” and those having “multicentric origin” 
(Figures 10 and 11). 


Results of Treatment 


Curability of skin cancer is approximately the 
same with skillful application of any modality, 
whether it be surgical, chemosurgical, radiological, 
or electrosurgical with or without radiation. 

De Cholnoky reports the results of surgical treat- 
ment in 1,062 cases of basal cell cancer and squa- 
mous cell cancer of the face. Electrosurgery was used 
in selected cancers less than 5 mm. in diameter. 
Basal cell cancers, not previously treated elsewhere, 
have a five-year cure rate of 99 per cent. Of sixty- 
nine cases of squamous cell cancer, sixty were free 
of the disease when last seen, thirty-four were fol- 


Figure 7b. Bowen’s disease. Photomicrograph: Cellular changes 
are those of a squamous cell cancer located entirely within the 
epidermis. Note the individual cell keratinization. 
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Figure 8a. Xeroderma pigmentosum. Clinical: Pigmented, khera- 
totic, and telangiectatic lesions of varying size, occurring pri- 
marily on exposed surfaces. 


TISSUE TISSUE SECTION 


Figure 9. The diagram on the left represents the tissue removed 
by surgical excision at A—A’. The shaded area represents the 
“iceberg portion” of the tumor which may not be excised, result- 
ing in recurrence. The diagram on the right represents the tis- 
sue section seen by the pathologist, in which the tumor is apparent- 
ly adequately excised. 


lowed five years, eighteen lapsed from observation, 
and eight died of intercurrent disease. Nine died of 
recurrent or persistent cancer. 

Hale and Holmes on analyzing the results of x- 
ray treatment of 1,035 basal and squamous cell can- 


Figure 10. The photomicrograph reveals the extension of tumor 
cells laterally under apparently normal epidermis. A lesion 
such as this one might frequently be treated inadequately. 


Figure 8b. Xeroderma pigmentosum. Photomicrograph: Hyper- 
keratosis, atrophy of the epidermis with flattening of the rete 
pegs, telangiectasia, and degeneration of the collagen and elastic 
tissue in the dermis. 


cers found an over-all failure rate of 5 per cent for 
lesions treated with 2,500 to 2,800 roentgens in a 
single dose. A 4 per cent failure rate was obtained 
with fractionation of 4,500 roentgens over one 
week’s time. “Failure” was defined as an incomplete 
response to treatment or a recurrence, from weeks to 
years, after apparently successful treatment. 

Mohs, utilizing chemosurgical methods, obtained 
an over-all five-year cure rate of 96.4 per cent for 
basal cell cancer, and for squamous cell cancer, 
84.4. There was a 100 per cent cure rate for either 
type of lesion if less than 1 cm. in diameter. 

Although electrosurgery (desiccation or coagu- 
lation with curettage) is an accepted method of 
treatment for selected small cancers, review of medi- 
cal reports reveals that most physicians utilize a 
combination of electrosurgery and radiation. Pfah- 
ler and Sampson obtained a five-year cure rate of 
98.7 per cent in 1,976 cases of basal and squamous 
cell cancer in which 1,800 to 2,400 roentgens of 
x-ray were given after the bulk of the tumor was 
removed electrosurgically. 


Figure 11. The photomicrograph shows multiple origin of tumor 
tissue from the basal cell layer of the epidermis. One of the mul- 
tiple foci may be beyond the area treated. 
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In view of the similarity of results obtained by 
the various methods, it is apparent that the choice 
of treatment must depend on the proper evaluation 
of the factors pertaining to the lesion, the patient, 
and the physician himself. 

Lesion. The size and the duration of the lesion 
tend to be interdependent factors. Smaller lesions 
are more easily removed in their entirety, and since 
they usually have existed for a shorter time, metas- 
tases are less likely. Cancer of the ear, eyelid, or 
nose will necessitate one approach, if the lesion is 
freely movable, and another if it involves underlying 
important organs. If the lesion is recurrent after 
previous treatment, scar tissue will often be present. 
This increases radioresistance and makes surgical 
removal more difficult. The presence of local me- 
tastases indicates the need for more extensive ther- 
apy. Even in seemingly incurable cases, vigorous 
treatment may produce prolonged freedom from 
symptoms and even unexpected cure. 

Patient. A patient’s old age and inability to with- 
stand surgery will often indicate a choice of radia- 
tion over surgical therapy. A predisposition for, or 


the actual existence of, radiodermatitis, especially 
on exposed surfaces, would justify a preference for 
surgical therapy. When more than one modality can 
be expected to produce a cure, cosmetic end-result 
may be a factor in the choice of treatment. Cosmetic 
end-result should never be permitted to interfere 
with the 100 per cent destruction of cancer cells. 

Physician. The physician should employ the type 
of treatment in which he is best trained, provided 
the method is not contraindicated. In case of doubt, 
consultation should be secured. 

After indicated therapy has been accomplished, 
it is essential to carry out systematic and regular 
follow-up examinations to confirm the clinical cure 
and to ensure early treatment in the case of recur- 
rence. Our instructions to the patient are: ‘We 
would like to see you every three months for the 
first year and twice a year thereafter. If you note 
anything you do not understand, please return 
without delay.” 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


A Geographical Oddity 
About Texas 


**... THERE is a well-defined line running more or less North and 
South through the middle of Texas. East of this line the average 
rainfall is 40 inches or more and appreciable rainfall occurs in most 
months of the year, and there is denser vegetation ; while west of this 
line the annual rainfall quickly drops to a level of 10 to 16 inches and 
tends to be seasonal. Winds are more severe and dust more preva- 
lent west of the line. East of this line there is malaria; west of it, 
none. East of it there is an increasing percentage of histoplasmin re- 
actors, and west of it few histoplasmin reactors, but a rapidly increas- 
ing number of coccidioidin reactors.”°—R. O. Egeberg; Am. J. M. 


Sc., 227:268, 1954. 
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Venous Thrombosis of the Lower Extremities 


BY HUGH H. HUSSEY, M.D. 


Georgetown University Medical School 
Washington, D. 


The lower extremity is the commonest site for deep vein thrombosis. The diagnosis of that condition 

suggests a risk of pulmonary embolism, and 95 per cent of pulmonary emboli originate from the lower extremity. 
Of all patients predisposed to thromboembolism of this type, cardiacs form the largest homogeneous group. 

The diagnosis of deep vein thrombosis is made from local signs, from systemic signs suggesting inflammation, 
and inferentially from the discovery of pulmonary embolism. Factors that favor development of embolism 


are anemia, fresh extensive clots, and changes in local venous pressure. Treatment is directed to prevention 
of ‘pulmonary embolism and to minimizing the late effects of venous obstruction. 


Turomsosis of the deep veins of the lower extremi- 
ties is clinically important for two reasons: (1) It 
poses a threat of pulmonary embolism; and (2) 
when extensive, it may eventuate in chronic venous 
insufficiency, with all the discomfort and disability 
implicit in that disorder. 

Clots in the thigh and leg veins are said to ac- 
count for about 95 per cent of all instances of pul- 
monary embolism. For this reason. when a phy- 
sician detects evidence of such venous disease, he is 
obligated immediately to suppose that embolism is 
imminent, or may already have taken place without 
giving obvious notice of the event. Thus, his think- 
ing goes like this: 

think 
Venous thrombosis ——> Pulmonary embolism 


On the other hand, when a patient’s clinical 
course suggests a diagnosis of pulmonary embolism, 
there is an equal obligation to suppose that there is 
thrombosis somewhere in the veins of the lower ex- 
tremities. So, there is an equation like this: 


think 
Pulmonary embolism ——> Venous thrombosis 


This thought process is all the more important be- 
cause, at the time that pulmonary embolism is first 
suspected, there will usually have been nothing in 
the patient’s record to indicate that anyone has 
considered venous disease. This is true for the 
obvious reason that most cases of venous thrombosis 
are so insidious in onset and so relatively asympto- 
matic that there is nothing to call attention to the 
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leg veins until a clot is swept away and lodges in a 
pulmonary artery. Even then, at the time when 
pulmonary embolism has been diagnosed, a diag- 
nosis of venous thrombosis may be supported by 
only minimal signs. Indeed, there may be no signs 
at all, and that diagnosis may be made solely by 
inference—an inference that is justified by the ex- 
perience previously mentioned that 95 per cent of 
emboli originate in the lower extremity. 

In view of the clinical interrelationship of venous 
thrombosis and pulmonary embolism, the term 
“thromboembolism” or “thromboembolic disor- 
ders” has become popular. This term nicely ex- 
presses a combination of the equations previously 
shown, like this: 


think 
Venous thrombosis [= Pulmonary embolism 


This last equation has one other advantage. Its 
form suggests a continuing—a dynamic process. 
This fosters a desirable attitude in the physician’s 
mind because, in some respects, thromboembolism 
tends to be self-perpetuating. Thus, an episode of 
pulmonary embolism increases the probability of 
more venous clotting and therefore a second em- 
bolism, unless something is done to break the cycle. 
And most important of all, the threat of death rises 
steeply with each successive episode of embolism. 


Predispositions to Venous Thrombosis 


With few exceptions, venous thrombosis in the 
lower extremities develops without any obvious im- 
mediate precipitating factor in the locale of the 
trouble. The predisposing factors that are custom- 
arily listed are all rather remote in a physical and 
philosophic sense from the site of the disease. In 
this respect, venous disease of the legs differs from 
that in some other locations. For example, the sub- 
clavian vein becomes obstructed because of com- 
pression by adjacent structures, the superior vena 
cava develops a clot when it is invaded by a malig- 
nant neoplasm, or blood in the portal vein clots 
because of an infection that enters its tributaries 
from a gangrenous appendix. The counterparts of 
these types of venous disease are rare in the lower 
extremities. 

However, clinical experience indicates that cer- 
tain types of patients are more likely candidates for 
venous thrombosis in the lower extremities than 
others. This experience is broadly represented in 
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Figure 1. Incidence of thromboembolism in various types of hos- 
pitalized patients. 


Figure 1. This shows which patients in a general 
hospital are most afflicted. The fact that the ratio of 
medical to surgical cases is 60:40 indicates which 
division of a hospital has the larger problem with 
thromboembolism. Moreover, the single largest 
homogeneous group of cases is to be found in the 
medical wards—the patients having cardiovascular 
diseases, particularly heart failure. 

These statements are not meant to imply that 
thrombosis of deep veins is peculiar to hospitalized 
patients. In fact, about 20 per cent of cases are en- 
countered in people who are going about their usual 
businesses at the time they first develop symptoms. 
The majority of these patients are middle-aged or 
elderly. Close questioning often reveals a predis- 
posing factor that ordinarily might be considered 
innocuous (a long walk, a minor muscle strain, a 
long evening at the theater, a trip by train. 

In addition to this broad consideration of the 
problem, it is possible to bring to mind a long list 
of conditions that have been said to predispose to 
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TABLE 


Conditions predisposing to venous thrombosis 


Advancing age Surgical operations 

Bed rest Injuries ; 

Obesity Burns 

Previous venous Infectious diseases 
thrombosis Cancer 

Varicose veins Polycythemia vera 

Peripheral arterial Dehydration 
insufficiency Shock 

Pregnancy and ’ Heart failure 
puerperium Myocardial infarction 


Oldest t 
of thrombus 


Figure 2. The influence of stasis in pathogenesis of venous throm- 
bosis is shown by the fact that thrombi originate where stasts is 
greatest—on the proximal surfaces of the venous valves at their 
sites of insertion. 


venous thrombosis (Table 1). There are two ad- 
vantages to be derived from scanning this list: 
(1) Some of the conditions are remediable (varicose 
veins) or reversible (heart failure), and the threat 
of venous thrombosis is correspondingly reduced. 
(2) The list serves to remind the physician of the 
need for special wariness in certain types of cases. 


Mechanism of Thrombosis 


Three factors, acting individually or in combin- 
ation, have been proposed as immediate causes of 
venous thrombosis. These are (1) intimal damage, 
(2) changes in the clotting properties of the blood, 
and (3) venous stasis. 

It is quite plausible that damage to venous intima 
would initiate thrombosis. However, with rare ex- 
ceptions, it seems unlikely that this factor is a 
primary cause. It is true that intimal changes are 
found in veins that are obstructed by clots, but the 
chances are that such changes are entirely second- 
ary to the thrombosis. 

Changes in the clotting properties of the blood— 
changes that make for greater coaguiability—may be 
primary factors in certain groups of cases. Such 
changes have been reported postoperatively, and an 
outstanding example is found after splenectomy. On 
the other hand, in other groups of cases, there is 
evidence that the coagulability of the blood is not an 
influence. In any event, the influence of this factor 
must be supplemented by that of the third factor— 
stagnation—in order to explain the predominance 
of venous thrombosis in the lower extremities. 

Stasis of blood seems the most prominent factor 
in starting venous thrombosis. Many experiences 
attest to this, among them the mere fact of localiza- 
tion of the trouble mainly to the part of the body in 
which tendency to stasis is greatest. Recently, the 
unique dissections of Paterson and McLachlin, re- 
ported in Surgery, Gynecology and Obstetrics for 
January, 1954, provide additional support. These 
authors showed that venous thrombi of the lower 
extremities begin where the influence of stasis would 
be most noticeable—on the proximal surfaces of the 
venous valves at their sites of insertion (Figure 2). 


Sites of Thrombosis 


Since this essay is restricted for the most part to 
thrombosis of veins of the lower extremities, it may 
seem unnecessary to include a chapter on “Sites of 
Thrombosis.” But a finer anatomic analysis of the 
problem is helpful for an understanding of the limit- 
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ations of diagnostic and therapeutic methods. For 
about a decade, it had been supposed that thrombi 
are most prevalent in the deep veins of the calf. The 
work of McLachlin and Paterson, previously men- 
tioned, has a direct bearing on this question. The 
basis for their reports is a technique of total removal 
at autopsy of all deep veins of the pelvis and lower 
extremities, from the inferior vena cava te the 
ankles. These specimens were obtained from sub- 
jects who, during life, had not shown evidence of 
venous disease, but who were dying of diseases and 
in ways that suggested that there might be subclini- 
cal venous thrombosis. Scrupulous studies of one 
hundred such dissected specimens revealed the dis- 
tribution of clots shown in Figure 3. Thus, in one 
hundred autopsies, thirty-four subjects had a total 
of seventy-six clots. In 40 per cent of the cases, the 
clots were bilateral in the extremities. The finding 
of the largest number of clots in the deep femoral 
vein led to a pertinent suggestion. The relative 
“silence” of the venous disease in some cases of 


Inf. vena col 


iliac vv. 
6 thrombi 


||Dieep femoral v 
49 thrombi 


pulmonary embolism may be partly due to the fact “a BZ 

that there are no good methods for diagnosis of In 40 per ent 

thrombosis of the deep femoral (thigh) vein. In 56 of Cascs, th rombi 

per cent of the cases having venous thrombi, pul- j 

monary embolism had resulted. Wier bi 
Z 


Recognition of Thrombosis 


The diagnosis of thrombosis of the deep veins of 
the lower extremities is made on the basis of local 
signs, or is suggested by inference when pulmonary 
embolism is recognized or when certain general 
signs appear opportunely. Diagnosis by inference in 
cases of pulmonary embolism has already been 
touched on. Further discussion of the diagnosis of 
pulmonary embolism itself is beyond the scope of 
this essay, and will be made the subject of another 
article. 


Superficial 
femoral vein 
system 

21 thrombi 


An inferential impression of deep vein throm- 
bosis may sometimes be derived from findings such 
as fever, tachycardia, slight tachypnea, and leuko- 
cytosis or a fast sedimentation rate. This applies 
particularly when such signs appear without other 
explanation in a postoperative patient or in a patient 
having heart failure. Usually the inference is soon 
supported by the detection of pulmonary embolism ce 
or local signs of venous thrombosis or both. ‘ 3. in one hundred complete subjects 

Local Siens. The had seventy-six thrombi distributed as shown. 

ocal Signs. The frequency of discovery a 
signs of deep vein thrombosis is somewhat in pro- 
portion to the diligence of the search for these 
signs. For example, on a busy surgical service or 
in a ward where there are a number of cardiac pa- 
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Figure 5. Local signs of venous thrombosis: comparisons of cir- 
cumferences at sites located by measurements referred to the 
patella on each side. 


Figure 6. Local signs of venous thrombosis: palpation for tender- 
ness by “playing” the fingers along the patient’s calf. 


Figure 7. Local signs of venous thrombosis: dorsiflexion test 
(Homans). Forcible dorsiflexion meets resistance or provokes pain 
in the calf or popliteal space. 


Figure 4. Local signs of venous thrombosis: slight cyanosis or 
prominence of superficial veins in involved extremity. 


tients, the attending physicians may have the im- 
pression that venous thrombosis is not a very 
common complication. Then, along comes a phy- 
sician who makes it a policy to examine the legs of 
every patient every day. Suddenly, the incidence of 
venous thrombosis rises. The disease had been 
there all the time, but it had not been frequently 
diagnosed because, in its subtler forms, it has to 
be searched for specifically. The need for such 
searching is greatest in patients having disorders 
that make them especially susceptible to venous 
thrombosis (and pulmonary embolism). A careful 
search would include the following points: 

1. Inspection for slight cyanosis or prominence 
of superficial veins in an affected leg. Often these 
signs are apparent only when the patient dangles 
his legs or when he stands (Figure 4). 

2. Comparison of circumferences of the ex- 
tremities at thigh, calf, and ankle. With gross 
asymmetry due to edema, this comparison can be 
made simply by inspection and palpation. For 
subtle asymmetry, a tape measure must be used 
methodically (Figure 5). Excluding other causes for 
asymmetry (muscle atrophy, deformity), there may 
normally be a difference of 1.5 cm. in the circum- 
ferences of the calves. 

3. Specific inquiry about discomfort in the legs. 
Fully 50 per cent of bedridden patients fail to men- 
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tion spontaneously the ache or equivalent soreness 
that indicates that they have venous thrombosis. 

4. Palpation for calf or thigh tenderness. During 
palpation of the calf, the patient’s knee is flexed 
and the examiner’s fingers are “played” along the 
leg from ankle to popliteal space, compressing the 
muscles forward with moderate firmness (Figure 6). 
During this maneuver, it is better to ask the pa- 
tient, “SHow does this feel?’ or “Does this feel 
good?” If the physician asks “Does this hurt?”, 
some patients answer “Yes”’ just because they want 
to be agreeable to the physician’s leading question. 
Since other conditions cause calf muscle tender- 
ness, it is well to remember in doubtful cases that 
one or two points of tenderness are more distinctive 
of venous thrombosis than diffuse tenderness would 
be. Rarely the site of tenderness may be in the sole 
of the foot. 

5. Dorsiflexion test (Homans’ sign). This test is 
performed by forcibly pushing the sole of the pa- 
tient’s foot while his leg is fully extended. A posi- 
tive result consists of pain at the calf or popliteal 
space, or definite resistance by the patient to the 
maneuver, or both. This sign is mot pathognomonic; 
it is equally positive in other conditions that make 
the calf muscles sore (Figure 7). 

6. Gross signs of thrombophlebitis. When venous 
thrombosis propagates extensively and is attended 
by considerable intimal and perivenous inflamma- 
tory reaction, all the local signs are greatly ex- 
aggerated, and the systemic effects (fever, prostra- 
tion, etc.) often are severe. In addition, the affected 
extremity may be hot and suffused with blood. Or it 
may be cool, mottled, and having reduced arterial 
pulsations due to reflex arterial spasm. In this 
latter circumstance, pain is likely to be excruciating. 

The relationship of this obvious form of thrombo- 
phlebitis to slighter forms of venous thrombosis has 
been the subject of a good deal of theorizing, and 
there are still radical differences of opinion. How- 
ever, most authorities currently propose that there 
are no basic etiologic differences—that phlegmasia 
alba dolens is nothing more than the most advanced 
stage (in a symptomatic sense) of the same kind of 
venous disease that at another stage is completely 
asymptomatic. Certainly, division of cases of venous 
thrombosis into two categories—thrombophlebitis 
and phlebothrombosis—served a useful purpose 
originally. It made physicians aware of the existence 
and of the importance of the quieter forms of 
thrombosis. That purpose having been served, it is 
probably just as well to stop using these terms in a 
discriminatory sense. 
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Figure 8. Mechanisms of embolism: In the anemic patient the clot 
retracts more completely—is more likely to be swept away. 
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Figure 9. Mechanisms of embolism: Age of the thrombus. The 
fresher the thrombus, the less its fixation to the vein intima. 
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Figure 10. Mechanisms of embolism: Site of thrombus with refer- 
ence to major tributary. 


Mechanisms of Embolism 


The minority of cases of venous thrombosis are 
complicated by pulmonary embolism. In an isolated 
instance, it is unpossible to predict whether or not 


an embolus will result. Still, there are general ideas 
about the subject. Four principal factors may be 
presented. These are (1) anemia, (2) the age of the 
thrombosis, (3) the site of the thrombus, and (4) 


variations in local venous pressure. 


mm. OF SALINE 
uw 
a 


VENOUS PRESSURE 


VALSALVA MANEUVER 


Figure 11. Mechanisms of embolism: Variations in local venous 
pressure. These have a “rocking” effect on the clot. 


Anemia. Anemia itself has no special influence 
on the tendency to blood clotting. However, when a 
severely anemic patient develops venous throm- 
bosis, the resulting blood clot retracts more fully 
than one that forms in a patient who is not anemic. 
Such exaggerated retraction draws the clot out of 
contact with the vein walls and subjects it more 
readily to displacement by the current of blood 
(Figure 8). 

Age of the Thrombus. Perhaps “type” rather than 
“tage” would be a better term for understanding this 
influence. In any event, when a clot has originated 
in smaller veins of the calf and has grown rapidly 
upward into the veins of the thigh or beyond, it is 
likely to be attached weakly to the vein wall at only 
a few places. Then slight changes in blood flow 
locally may break away that kind of clot and allow it 
to be swept into the pulmonary circulation. This 
kind of clot gives meager local signs and is likely to 
cause massive embolism (Figure 9). 

Contrasted with this is a clot that forms more 
slowly or that provokes a good deal of inflammation 
of the vein wall. This clot is often fixed rather 
rigidly along an extensive segment of vein. It is less 
susceptible of being swept away. Nevertheless, 
small, fresh thrombi may build up periodically on 
such an old fixed clot. And these accretions are 
more readily detached. This kind of clot usually 
gives obvious local signs; and emboli, coming from 
small fresh accretions, are usually small. 

Site of the Thrombus. When a clot has formed in a 
vein, its location with reference to large tributaries 
is important. As it propagates upward, there is a 
tendency for its growth to be arrested where a large 
tributary vein enters. The sweep of blood flowing 
from the tributary retards the propagation of the 
clot. However, with unusual stasis or with an un- 
usual tendency to propagation, the clot may extend 
beyond the tributary stream. Then the force of that 
stream may be enough to drag all or part of the clot 
loose from its moorings (Figure 10). 

Variations in Local Venous Pressure. Most people 
are familiar with the trick of rocking an automobile 
off a slippery place in the snow. Sudden changes in 
local venous pressure can have a similar rocking 
effect upon a clot in one of the veins, with embolism 
as the result. Such local changes in blood pressure 
in the veins of the lower extremities are quite com- 
mon. Figure 11 pictures an experiment in which the 
effect of a Valsalva maneuver was measured. The 
maximum variation in venous pressure was more 
than 100 mm. of saline—a variation that might have 
a considerable rocking effect on a blood blot. This 
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experiment is duplicated naturally when a patient 
coughs or strains to move his bowels or does any- 
thing else that abruptly changes intrathoracic and 
intra-abdominal tensions. 


The Outcome of Thrombosis 


There are several possibilities for the course of 


deep vein thrombosis of the lower extremities - 


(Figure 12). Most often the disease subsides com- 
pletely and leaves no residuals that can be detected 
clinically. Of course, having had the trouble once, a 
patient is predisposed to having it again, particu- 
larly if an additional factor adds its predisposing 
influence (surgical operation, recurrence of heart 
failure, injury, etc.). 

A smaller percentage of patients die or become 
permanently disabled as a consequence of pul- 
monary embolism. 

In a third group, medium in size between the 
other two groups, venous obstruction is extensive 
enough that the patients are left with symptoms of 
venous insufficiency. The intensity of symptoms 
varies with the amount of venous obstruction and 
with its duration. Persistent edema is the earliest 
and commonest finding. Later the superficial veins 
become tortuous and excessively dilated to the 
point of producing valvular incompetence. Then the 
presence of these varicose veins aggravates the 
already-existing venous stasis. As more time passes, 
the skin of the legs becomes discolored by hemo- 
siderosis, shows thickening, and is fragile to the 
point that ulceration or infection is readily induced. 
Periodically there may be episodes of acute cellulitis 
and lymphangitis, and these further intensify the 
vascular stasis because some lymphatic vessels be- 
come occluded. In the worst cases, the gross result 
is elephantiasis. 


Management of Venous Thrombosis 


Prevention. A fully practicable method for pre- 
venting venous thrombosis would eradicate a lot of 
disability and would even prevent some untimely 
deaths. Such a method: is not available, and may 
never be. Still there are some things that can be 
done, in some cases, to reduce the risk. The list in 
Table 1 suggests a few hopeful measures, applicable 
in specific circumstances (prevention of dehydra- 
tion, shock, etc.). Also, that list and the facts known 
about mechanisms of thrombosis suggest (1) meas- 
ures to prevent or relieve venous stasis and (2) 
prophylactic use of anticoagulants. 
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Figure 12. Outcome of deep venous thrombosis. 


Prevention of venous stasis can be accomplished 
partly by encouraging more blood to flow faster 
through the veins. The three chief methods are 
(a) by avoiding factors that retard outflow of blood 
from the legs, (b) by insuring that the muscles are 
exercised, and (c) by compressing the superficial 
veins so that more blood is diverted through the 
deep veins (Figure 13). Often these methods are 
used in combination. They have been applied 
principally in postoperative or post-partum patients 
and in cardiac patients. 

A number of circumstances specifically retard 
venous outflow from the legs, and some of these are 
avoidable. Those that come readily to mind include 
rough abdominal surgery, excessive abdominal 
distention, and dependency plus prolonged im- 
mobility of the legs. This last factor is encountered 
especially in early postoperative patients who are 
mishandled by having them sit quietly in a chair, 
under the mistaken impression that this constitutes 
early ambulation. 

When a patient is bedridden after an operation or 
during an illness, flow of blood can be increased 
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Figure 13. Prevention of venous stasis. 


locally in the legs by prescribing a regular program 
of leg massage, passive and active exercises of the 
legs, and periodic deep breathing. To this regimen, 
in appropriate cases, can be added early ambulation 
—with the understanding that an order for ambula- 
tion will be taken literally. 

If the superficial veins are kept compressed, it is 
logical to expect that the deep veins will carry more 
blood. This effect can be obtained by applying elas- 
tic bandages. Such bandages have the disadvantage 
that they have to be carefully applied and reapplied 
or they soon slip into a tangle that does little good. 
Better still are knee-length elastic stockings of the 
type described by Wilkins and associates in the 
New England Journal of Médicine for July 25, 1953. 
This technique seems especially suitable for post- 
operative patients and for cardiac patients. It is 
contraindicated when there is evidence of severe 
local disease in the legs (ischemia, inflammation, or 
trauma). 

It has been shown that when anticoagulant drugs 
are given routinely to patients who are especially 
susceptible to venous thrombosis and pulmonary 
embolism, the incidence of these disorders is re- 
duced. The method has been applied experimen- 
tally in postoperative patients but has not found 
much practical use in this group. However, there 
would seem to be justification for giving an anti- 
coagulant to a patient in whom an operation pro- 


vokes special risk of thrombosis—for example, 


splenectomy. For patients having myocardial in- 


farction and, at some hospitals, for patients having 
heart failure, routine anticoagulant therapy is quite 
popular. 

Treatment. The objectives of treatment are (1) 
prevention of pulmonary embolism or of recurrence 
of pulmonary embolism and (2) limitation of 
disability due to venous obstruction. Usually the 
program includes anticoagulant therapy with hepa- 
rin, or a drug like the coumarin derivatives, or both 
(the heparin being withdrawn as soon as the cou- 
marin derivative satisfactorily prolongs the pro- 
thrombin time). Anticoagulant therapy is continued 
for a few days beyond the period that the patient’s 
activity is much restricted. For most cases of throm- 
boembolism, activity is restricted for a week or ten 
days. Then the patient begins to move around out 
of bed. The total period of anticoagulant therapy 
therefore lasts ten to fourteen days. If a patient has 
to be kept in bed longer because he is so seriously 
ill with his thromboembolic episode or because of an 
underlying condition, anticoagulant therapy is 
correspondingly prolonged. 

When venous thrombosis is present in the form 
of severe acute thrombophlebitis, it may be desirable 
to employ measures intended to interrupt sympa- 
thetic innervation of the affected extremity. These 
include application of heat to the abdomen, lumbar 
sympathetic block with 1 per cent procaine solu- 
tion, caudal or spinal anesthesia, or administration 
of a ganglionic-blocking agent like hexamethonium. 
When the sympathetic nerve supply is inhibited, 
the disease often takes a favorable turn. Pain and 
tenderness subside, color of the limb improves, and 
systemic manifestations and edema regress more 
rapidly than they otherwise might. Although most 
authorities have thought it dangerous to use pro- 
caine sympathetic block after anticoagulant therapy 
has been started, Pratt has recently stated that the 
procedure is safe. 

Except for measures already mentioned, most 
cases do not require specific attention to the prob- 
lem of edema during the time that bedrest is being 
used. At the end of a week or ten days, when the 
total situation has improved to a point that ambula- 
tion is in order, any edema that was present will 
have disappeared completely or nearly so. Then, 
before the patient is allowed out of bed, he should 
be fitted with knee-length elastic stockings. These 
are to be worn whenever he gets up—taken off 
whenever he gets back in bed. The stockings serve 
two purposes. They have some value for prevention 
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Figure 14. Appearance of leg in massive venous occlusion. 


of recurrence of venous thrombosis, and they 
minimize the likelihood of the late bad effects of 
venous obstruction (persistent edema, varicose 
veins, elephantiasis). For this latter purpose, the 
stockings may need to be in use for a long time or 
even for the rest of the patient’s life. In any case, 
the stockings are not discarded until there is no 
longer any tendency for edema to appear while the 
patient is up and around. As has been implied, the 
time for arrival at this stage varies greatly. It can be 
ascertained readily enough by having the patient 
leave off the stockings for a day, to see what hap- 
pens. If edema then reappears, they must be worn 
for some time longer. Otherwise they are left off, 
but the patient should be warned that they may 
have to be worn again periodically—whenever there 
are circumstances that favor reappearance of edema. 
These include more than usual physical activity; 
long train, automobile, or airplane rides; preg- 
nancy; or similar events. Under most circum- 
stances, elastic bandages are not a satisfactory 
substitute for elastic stockings. 

Thoughts About Venous Ligation. A decade ago, 
ligation of deep veins was popular. There are still 
some surgeons who recommend this procedure for a 
variety of indications. In view of all advances of 
knowledge about venous disease, it seems justifiable 
to restrict indications for ligation to the following: 

1. Septic thrombophlebitis in which antibiotic 
therapy does not promptly modify the patient’s 
septic course (vide infra). 

2. Evidence of deep vein thrombosis in a patient 
for whom anticoagulant therapy is contraindicated. 


GP « July, 1954 


From Luke, J. C., “Venous Disorders of the Lower Extremity,” 
CIBA Clinical Symposia, 5:121, 1953 


3. Recurrent pulmonary embolism during the 
time that a patient is on adequate anticoagulant 
therapy. 

When ligation is to be done for one of these latter 
two indications, the inferior vena cava is the site of 
choice. Ligations of lesser veins than this are only a 
compromise, but sometimes thiscompromise has tobe 
made in a patient whose condition is too precarious. 


Special Types of Thrombosis 


Massive Venous Occlusion. Fortunately this is a 
rare form of deep vein thrombosis of the legs. It be- 
gins abruptly with rapid formation of severe edema, 
excruciating pain, and the development within a few 
hours of a picture like that of Figure 14. The venous 
blockade is so extensive that blood that enters the 
limb literally cannot get out. Unless the situation 
quickly improves, it may be anticipated that the leg 
will have to be amputated. Also, at the height of the 
reaction, the involved leg may be so filled with blood 
that the patient goes into shock. Although other 
systemic symptoms are commonly present, they are 
overshadowed by the violence of the local mani- 
festations. 

This vascular emergency is met, as well as it can 
be, by elevating the affected extremity as high as 
possible and by keeping it in passive motion (Figure 
15). Sometimes these maneuvers are rewarded by 
early tendency for edema to subside and for color 
to improve. Then pain abates. Heparin is used in 
preference to any other form of anticoagulant. In- 
terruption of sympathetic innervation does no good. 
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Figure 15. Treatment of massive venous occlusion entails eleva- 
tion of the extremity plus passive motion. 


Figure 16. Septic thrombophlebitis may first be suspected because 
of x-ray evidence of septic pulmonary infarction, manifested as 
multiple “cavitary” lesions. 


Superficial Thrombophlebitis. When this condition 
develops spontaneously in a leg vein, it is likely to 
be mistaken for a patch of cellulitis. The correct 
diagnosis is important as a clue to thromboangiitis 
obliterans. This form does not pose a threat of 
embolism and ordinarily does not require any 
special treatment. 

Thrombophlebitis of superficial veins most often 
results from trauma—usually venipuncture or a re- 
lated procedure. This is usually a benign condition. 

Once in a while, thrombophlebitis appears spon- 
taneously in a varicose vein. This finding implies 
that a deep vein may also be involved, and there is 
risk of embolism. 

Septic Thrombophlebitis. This is a rare variety of 
venous thrombosis. Its commonest location (except 
in heroin addicts) is in the veins of the pelvis, where 
it develops as a consequence usually of puerperal 
sepsis or infected abortion. The basic condition hav- 
ing been recognized, antibiotic and other treatment 
will usually have been started. 

The fact of venous involvement goes unnoticed 
until one or both of two events: a leg becomes 
swollen, or there is x-ray or other evidence of septic 
pulmonary infarction (Figure 16). The edema of one 
leg (rarely both legs) is due to extension of a throm- 
bus through the internal iliac vein into the common 
iliac. 

Since the advent of antibiotics, recognized cases 
of septic thrombophlebitis of the pelvic veins have 
become quite rare. When the diagnosis is made, in- 
tensive antibiotic therapy is indicated (usually peni- 
cillin and streptomycin). If such treatment has al- 
ready been in progress for several days and the 
patient’s course has continued to be septic, the 
veins draining the area of infection should be ligated 
surgically. This necessitates a transperitoneal opera- 
tion because the ovarian veins as well as the inferior 
vena cava must be tied off. 

Occasionally a diagnosis of septic thrombophle- 
bitis is made before antibiotic therapy has been 
started. (The usual basis for the diagnosis is x-ray 
demonstration of septic pulmonary infarcts.) Then 
it is proper to defer surgical treatment for forty- 
eight hours. 

At the end of the forty-eight hours, if antibiotics 
have not influenced the patient’s septic course, sur- 
gical treatment should be used. Septic thrombophle- 
bitis is the only form of venous thrombosis in which 
antibiotic therapy is indicated. Antibiotic therapy 
should not be used routinely in other types of ve- 
nous thrombosis, whether or not pulmonary em- 
bolism has occurred. 
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Psychotherapy by the General Practitioner 


BY JOHN R. CAVANAGH, M.D. 
Washington, D. C. 


Ir 1s the current fashion to tell the general prac- 
titioner that one of his many tasks is to under- 
stand the psychosomatic problems of his patient. 
There is some justification in this placement of 
responsibility because the family doctor is usually 
first to see such patients. If he is then able to recog- 
nize the nature of the problem, the patient will be 
saved much financial and mental difficulty. 

Everyone is heartily in favor of a better under- 
standing of psychiatric medicine by all medical 
practitioners, no matter what their specialty may 
be. But, one must admit, also, that he often feels 
sorry for the puzzled, already preoccupied general 
practitioner, as he ponders psychiatric prescrip- 
tions published in poorly penned jargon. 

However that may be, there is very good reason 
to believe that a large percentage of the illnesses 
of patients seen by doctors of medicine have their 
primary basis in emotional disturbances. If that 
is true, then all of us will practice a better brand 
of medicine if this important component of the 
illness is recognized by the first physician to see 
the patient. A positive diagnosis of an emotional 
or mental disorder can usually be made if we are 
alert to this possibility. 

It is not necessary and at times not desirable 
to subject the patient to exhaustive physical studies 
to diagnose a psychosomatic illness. We all need 
to develop greater confidence in our ability to make 
a positive diagnosis in this area. Unfortunately, this 
confidence cannot be fully gained from reading, but 
since this is the only source of information avail- 
able to many practitioners, we must take advantage 
of the means at hand. Ideally such information 
should be gained by actual contact with patients 
under supervision. 
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In spite of what I have said about the value of a 
positive diagnosis of the emotional factor in illness, 
I want to spend only a short time on this subject. 
If you will carefully study these two tables the 
meat of the problem will be in your hands. Table 
1 on the following page shows in summary form the 
positive features to be looked for as evidence of an 
emotional illness. 
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Give serious consideration to these tables and 
apply them to your patients. 

From time to time in forthcoming issues of GP, I 
would like to discuss the problem of certain limi- 
tations that should be observed by anyone prac- : ; : 
ticing psychotherapy, whether as a specialist or as A. Physical Manifestations 
a general practitioner. Keep in mind that even if 1. Conversion symptoms ; 
you cannot help your patient you should not under 2. Disturbance of the vegetative nervous 
any circumstance do him any harm. system ; 

Don’t misunderstand me. I am not trying to make 3. Organic pathology of a psychosomatic 
psychotherapy difficult or to create a feeling of origin ' ' 
insecurity in regard to your own ability to treat B. Ideas and Reactions with Insight 
the emotionally ill patient. There has, however, 1. Obsessions 
been a little too much talk about every doctor 2. Compulsions (partly motor) 
being his own psychotherapist. This is a fine idea 3. Phobias 
if the physician is willing to recognize his own C. F aulty Control of Emergency Measures, = 
limitations and study the pathology involved. indicated by evidence of excessive anxiety, 

One of the greatest satisfactions that any medical fatigue, irritability, shame, guilt, and so forth 
man can have is to see a patient who has been 
seriously ill recover as a result of his efforts. This 
satisfaction is greatest when the result is accom- 
plished by an understanding of human nature 
acquired by experience and training. It is a per- Valte 2. Megetive Features 

: of Emotional Disturbances 
sonal victory for the therapist each time a neurosis 
is conquered. 

Table 2 outlines those factors which, if present, A. Absence of etiologically relevant organic 
tend to rule out psychogenic disorders. One must pathology 
‘bear in mind that the presence of physical disease B. Absence of intellectual involvement 
does not rule out emotional illness, because the C. Absence of primary mood or affect disturbance 
two may co-exist. D. Absence of distortion of external reality 


Table 1. Positive Features 
of Emotional Disturbances 


Paroxysms of auricular tachycardia often can be terminated abrupt- 
ly by massage of the carotid sinus. Unfortunately there is frequently 
pressure over the carotid sinus instead of the proper procedure of 
Carotid massage. Many physicians have reported that carotid sinus stimula- 
tion proved ineffective, when actually their maneuver resulted only 
Sinus in obliteration of the carotid artery below the sinus. The patient 
should be recumbent with a pillow under his neck and his head 
" " turned to one side. After the carotid sinus is located as a bulge on 
Stimulation the artery, the thumb is used to administer slow but firm strokes up 
and down the sinus. Massage should be done first on the right side, 
then on the left: both sides should never be stimulated simultaneous- 
ly. The duration of the procedure is governed by instructing the 
patient to count aloud slowly to 20. This device distracts the patient 
from the annoying maneuver and also provides the physician with a 
maximum time limit for uninterrupted massage. Moreover, if 
the patient faints, as may occur with carotid sinus hypersensitivity, 
the physician is notified promptly, since the counting ceases. 
—M. Prinzmetal and R. Kennamer, J.A.M.A. 154:1049, 1954. 
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Diarrhea in Children 


BY JULIAN P. PRICE, M.D. 
Florence, South Carolina 


The three main types of acute diarrhea are those caused by (1) intestinal infection, (2) systemic infection, 

(3) intestinal irritation due to ingestion of certain foods. Treatment is based on (1) restoration of normal fluid 
and electrolyte balance, (2) eradication of infection, (3) early resumption of feedings by mouth, 

and (4) close attention to prevention. Usually these measures can be accomplished . 


without access fo extensive laboratory studies. 


TWENTY-FIVE years ago the physician who dealt 
with children in his practice looked forward to the 
summer months with apprehension. He knew he 
would be confronted with numerous cases of diar- 
rhea, and that in spite of all he could do, many of 
them would die. Today the situation has changed. 
Thanks to the widespread use of sterilized milk and 
adequate refrigeration and to the screening of 
houses, the incidence of diarrhea has decreased 
greatly. Further, the public has been educated to 
carry the sick child to the doctor in an earlier stage 
of the disease, and the physician is better able to 
cope with the condition than he was formerly. 

Progress has been made—but the ultimate goal 
of perfect health in children has not been reached. 
Diarrhea will still be with us when summer comes, 
babies will still be desperately ill and some will die, 
and the practicing physician will still be called 
upon to use every resource at his command to 
fight the disease. 


In this paper I will mention briefly the etiology 
and symptomatology of diarrhea and devote most 
of the discussion to a consideration of its treat- 
ment. The opinions expressed have been gained 
from reading, from hearing what others have to say 
on the subject, and from my own clinical experi- 
ence in a small city. From the standpoint of a phy- 
sician in private practice, I will endeavor to present 
a practical means of managing these cases in terms 
of the doctor who has the resources of his office 
and of a small hospital at hand, but who may not 
have the benefit of a well-equipped laboratory with 
its facilities for bacteriologic and chemical studies. 


Types of Diarrhea 


There are three main types of diarrhea which 
confront the physician as he deals with infants and 
children—infectious diarrhea, diarrhea due to sys- 
temic infection, and what I choose to call irritative 
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diarrhea. There are other types that are encoun- 
tered occasionally—diarrhea due to gastrointestinal 
allergy, to celiac disease, to tuberculous peritonitis, 
and to other rare disorders—and these should be 
considered by the doctor under special conditions 
or when his patient fails to respond to the usual 
type of treatment. This paper will be confined to a 
discussion of the three common acute types. 

Infectious diarrhea may be caused by a number 
of organisms, the most frequently encountered be- 
ing the dysentery bacillus and the Salmonella group 
of organisms. In some cases, intensive bacteriologic 
study may fail to find any organism which could be 
implicated as the guilty agent, and it is possible 
that a virus is responsible in these instances. Fur- 
ther study will be needed, however, to determine 
just how many of the diarrheas of childhood are a 
virus enteritis. 

Diarrhea may be due to an infection in the body 
outside of the intestinal tract. This is a well-estab- 
lished fact, yet there are physicians who seem not 
to know or to have forgotten this important point. 
(A physician asked me to see in consultation a sick 
baby. As I went to get my bag, he remarked, ‘You 
won’t need that—it’s just a diarrhea.”) Any child 
with a diarrhea rates a careful physical examination 
with particular attention being devoted to the respi- 
ratory tract and ears, and a urinalysis. To attempt 
to treat a patient with diarrhea without such an 
examination is to court delay in recovery and even 
death. 

The term, irritative diarrhea, I use to designate 
those diarrheas that are due to substances in the 
intestinal tract that irritate and produce excessive 
peristalsis with frequent bowel movements. In this 
group are diarrheas due to ingestion of certain 
foods (i.e., unripened fruit, milk formulas with ex- 
cessive fat or carbohydrate content), to an overdose 
of laxatives, to certain chemical poisons (these are 
usually the result of accidental drinking or eating 
of substances around the home), and to high ex- 
ternal heat and humidity (this type is not infre- 
quent in the southern states). 

The symptomatology of these diarrheas is well 
known. With or without associated nausea and 
vomiting, the children begin to have loose bowel 
movements. At first they are yellow and then be- 
come greenish. In the infectious type, they fre- 
quently contain pus and streaks of blood. If the 
disease is severe, the stools become more and more 
frequent until the victim seems to be straining al- 
most continuously. While this is going on, the child 
has usually started to vomit and to run fever. 


The symptoms described may appear gradually 
or may develop with explosive rapidity. I saw one 
infant with an infectious diarrhea who died within 
twelve hours of the first symptom noted by the 
mother, who was a graduate nurse. 

Physical findings range from a child who appears 
irritable but relatively healthy to a baby with dry 
skin, sunken fontanel, sunken eyes, who lies in a 
stupor with the odor of acetone on its breath. 


Treatment of Diarrhea 


The treatment of diarrhea may be divided into 
four distinct and yet integrated phases: (1) restora- 
tion of fluid and electrolyte balance in the body, 
(2) eradication of infection, (3) feedings by mouth, 
and (4) convalescence and prevention. 

Restoration of Normal Fluid and Electrolyte Bal- 
ance. The body is composed of approximately 70 
per cent fluid (divided into intracellular fluid, in- 
terstitial fluid, and plasma), and this fluid is made 
up of water and various electrolytes along with 
other chemical constituents. Through an intricate 
mechanism which has only been understood in re- 
cent years—and which is not completely under- 
stood as yet—a balance is maintained between the 
various fluids and electrolytes. When this balance 
is disturbed—and it is upset by various diseases 
and conditions—acidosis or alkalosis results. When 
this occurs, it becomes the problem of the attending 
doctor to restore the normal balance if possible, 
and as soon as possible. 

Since the loss of excessive fluid—as is experi- 
enced in diarrhea—is one of the main causes of © 
fluid and electrolyte imbalance, the giving of fluids 
and electrolytes becomes of paramount importance 
in the treatment of diarrhea. It is beyond the scope 
of this article—and of this writer—to present a de- 
tailed discussion of the varied and intricate physio- 
chemical factors involved. Instead, I will attempt to 
present a type of treatment which experience has 
shown to be practical and safe—a type of treatment 
which can be used by the doctor who does not have 
access to extensive chemical studies. 

The fluid intake requirement of the infant is from 
50 to 70 cc. per pound per day. As the child grows, 
the requirement becomes less, until at the age of 4 
years, it is around 30 to 35 cc. per pound per day. 
Knowing this and knowing the weight of the pa- 
tient, it is easy to determine the amount of fluid 
which the infant or child with diarrhea will need in 
a twenty-four-hour period. 

Fluid given to the child should furnish water, 
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electrolytes, and calories. A sufficient amount may 
be taken by mouth if the child isnot nauseated— 
but this is true only in the milder cases. In more se- 
vere cases, fluid must be given parenterally. 

There is some argument as to just what type of 
solution should be given parenterally. Various 
workers in the field have advocated their particular 
solutions and back their claims with sound statistical 
data. To me this would indicate that each of these 
types of solutions has its advantages—provided it 
is used intelligently and is checked with chemical 
studies of the blood. For the average physician, 
however, who is not a student of the subject I would 
suggest this general plan which seems to offer a 
safe and easily adaptable course of action. 

Fluids may be given intravenously or by hypo- 
dermoclysis. If given subcutaneously, the addition 
of hyaluronidase to the first few drops of the solu- 
tion will increase the rapidity of absorption. When 
the intravenous route is employed the fluid should 
be given relatively slowly (not more than 60 drops 
to the minute). 

The first fluid injected should consist of a general 
electrolyte solution such as lactate Ringer’s solution 
or Polysal (Cutter), and the amount should ap- 
proximate 15 cc. per pound of body weight. From 
four to six hours after this first fluid is given, it is 
advisable to give a second injection. In the average 
case, a similar amount of a 5 per cent dextrose solu- 
tion in water is indicated for this second infusion. In 
the child who appears acidotic, it is advisable to use 
in place of this a similar amount of 1/6 molar sodi- 
um lactate solution. 

From this point on, the physician will have to be 
guided in his treatment by the clinical progress of 
the patient. If the child has shown good response, 
has stopped vomiting, and appears thirsty, clear 
liquids may be given by mouth. These may consist 
of a 5 per cent dextrose solution, diluted orange 
juice with added sugar, sweetened tea or lemonade, 
or Coca-Cola. These should be given frequently, in 
small amounts, rather than in a large quantity at 
one time. 

If, on the other hand, the patient continues to be 
lethargic or nauseated, additional fluids should be 
given parenterally. For the acutely ill child—par- 
ticularly the child with infectious diarrhea—whole 
blood or plasma (10 cc. per pound) given at this 
time may be lifesaving. If blood is given, special 
care should be observed in typing and matching, 
and care should be used in the selection of the donor 
to guard against serum hepatitis. Solutions contain- 
ing electrolytes and dextrose should be continued 
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as hyperdermoclyses or as a slow intravenous drip, 
being guided by these two principles: (1) the total 
amount for the twenty-four hours should range 
from 50 to 70 cc. per pound, and (2) the amount 
of electrolyte solution should not exceed 40 per 
cent, or at most 50 per cent, of the total fluid in- 
take, and the balance should be given in the form 
of 5 per cent dextrose in water. 

Much has been written recently with regard to 
the addition of relatively large amounts of potas- 
sium to the electrolyte solutions used, and some 
advocate the giving of Darrow’s solution (which 
contains 35 mEq. of potassium per liter of solution). 
This can be of great value in the hands of one who 
is accustomed to its use and who can watch his pa- 
tient carefully with the necessary blood studies. For 
the average physician, it would appear safer to use 
lactate Ringer’s solution or Polysal. I prefer Polysal, 
since it has a slightly larger amount of potassium 
(10 mEq. per liter) than does lactate Ringer’s solu- 
tion (4 mEq. per liter). 

Eradication of Infection. If a parenteral infection 
is found, effort should be made immediately to 
bring it under control through the use of antibiot- 
ics. If a purulent otitis is present, myringotomy 
should be performed and adequate drainage in- 
stituted, 

Where no parenteral infection is found, the use 
of antibiotics is still indicated—to clear up any 
hidden infection and to help destroy pathogenic 
organisms in the intestinal tract. It is my practice 
to give penicillin and streptomycin by injection as 
long as vomiting persists, and then to give either 
Gantrisin or a triple sulfonamide mixture by mouth. 
If this course of treatment does not bring the de- 
sired results, I switch to one of the broad-spectrum 
antibiotics. As soon as the fever has gone and the 
stools begin to approach normal, the drug should 
be discontinued. 

Feeding by Mouth. It has been a policy of long 
standing to withhold all food except water or 5 per 
cent dextrose solution by mouth for twenty-four 
hours or longer after the onset of vomiting. Re- 
cently Holt and his associates have advocated early 
feeding. 

For many years it has been my custom to give 
my patients with diarrhea, lactic acid milk as soon 
as they have stopped vomiting and seem hungry. 
The babies seem to me to be more satisfied and to 
regain their strength more quickly than do those 
on a starvation regimen, and I have not noted any 
increase in the diarrhea. For those who refuse lactic 
acid milk, I substitute boiled skim milk. As soon as 
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the older infants and children are taking the .milk 
well, I add apple sauce, mashed banana, Jello, and 
custard to the diet. 

Convalescence and Prevention. Having seen many 
patients with diarrhea leave the hospital only to 
return in a week or two with a recurrence of the 
disease, I am convinced that we physicians are neg- 
lecting our patients if we do not give careful in- 
structions for the parents to carry out at home. I 
have found it wise to continue the use of lactic acid 
milk or boiled skim milk for three to four weeks, to 


keep the patients on a bland diet for the very same 
period, and to give supplementary vitamins and 
iron. Further, the parents should be told of the 
necessity for refrigerating all food, for cleanliness in 
the handling of the baby’s bottle and of the child’s 
dishes, and for getting rid of all the flies in the 
house. 

It is much easier to prevent a case of diarrhea 
than to cure one, and no one is in a better position 
to teach this lesson to the public than is the doctor 
when he discharges his patient. 


Vaginitis 


BY DONALD G. BARTON, M.D. 
Concord, New Hampshire 


1. Introduction. 


The prevalence of vaginitis not of Neisserian ori- 
gin, teaches one to suspect contraceptive jellies, 
creams, and diaphragms as having a role in this em- 
barrassing disorder. This is further suggested by 
the fact that few are actually cured. Irritative 
douches account for many cases, and suppositories 
can produce profuse leukorrhea. Severe vaginitis is 
most often of bacterial or parasitic origin. One might 
conclude therefore that the proper administration 
of antibiotics would be curative, but such is not the 
case. Instead there is concomitant endocervicitis 
which does not respond to systemic or vaginal 
treatment. 


2. Methods. 


a. Vaginal scrubbing. This is the most inhumane 
treatment yet devised, and it is extensively destruc- 
tive to the vaginal membranes. The leathery endo- 
vaginal surface is a sharp reminder of its rough and 
painful technique, and cures by its use are almost 
unknown. 

b. Chemotherapy. Suppositories and jellies produce 
a temporary improvement but never permanent 
relief. Oral and parenteral medications have no 
great effect on the condition. 

c. Endocervical packs. Nine severe vaginitis cases 
of long standing have been treated with oxytetra- 
cycline powder packs into the cervical canal with 
complete and lasting relief. 


3. Technique. 


The patient is put up in stirrups and draped in 
the usual manner. A Sims’ speculum is inserted and 
the cervix brought into view. It is washed with 
aqueous penicillin suspension of 300,000 units per 
cc. A half dram of oxytetracycline powder is placed 
on one end of a sterile throat stick and pushed into 
the cervical canal with a sterile cotton swab. This 
is repeated monthly for three months. Oxytetra- 
cycline vaginal tablets should be used nightly for 
twelve doses after each treatment. 


4. Conclusion. 


The endocervix appears to harbor the invading 
organisms, as can be demonstrated by smears. Any 
treatment to the vagina itself can never accomplish 
a cure unless the endocervical canal is also treated. 
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Figure 1. (at immediate right) Chest film of patient having 
mitral stenosis. Along left border the numerals indicate (1) 
aortic knob, (2) left branch of pulmonary artery, (3) left 
auricular appendage, (4) left ventricle. 

Figure 2. (at far right) Mitral stenosis with large left atrium. 
Arrows delineate extent of atrium. 


Enlargement 
of the Left Atrium 


BY SOL KATZ, M.D. 


IN GENERAL, the heart shadow as seen in the 
roentgenogram is uniformly dense, and differentia- 
tion of the various chambers cannot be made by 
differences in degree of opaqueness. However, a 
study of the cardiac contours in various positions 
will frequently demonstrate the size and shape of 
individual chambers. 

In considering the roentgen appearance of en- 
larged cardiac chambers, it is unusual to find 
isolated involvement of one chamber. However, not 
infrequently, although several chambers are en- 
larged, there will be predominant enlargement of 
one of them. 

Three positions are usually sufficient for study- 
ing cardiac contours. These are the postero- 
anterior, the left anterior oblique, and the right 
anterior oblique or right lateral views. In the right 
anterior oblique or right lateral projections, out- 
lining the esophagus with barium is a_ useful 
technique. 

Normally the left atrium is not visualized in the 
posteroanterior projection except for a small por- 
tion of the left auricular appendage which may 
protrude above the left ventricular border. How- 
ever, a considerable portion of the posterior surface 
of the heart is formed by the left atrium. When the 
left atrium enlarges, it extends posteriorly and to 
the right and only to a slight degree to the left. In 
the posteroanterior position enlargement is shown 
as a straightening of the upper left heart border 


Figure 3. (at immediate right) Left anterior oblique view in 
patient having mitral stenosis. Note obliteration of left infra- 
bronchial space and elevation of left main bronchus. 


Figure 4. (at far right) Right anterior oblique view in patient 
with mitral stenosis. Note localized posterior displacement of 
barium-filled esophagus by the enlarged left atrium. 
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above the left ventricle. This straightening of the 
left border which is seen in left atrial enlargement 
is usually due to mitral stenosis or mitral regurgi- 
tation. In these conditions the associated right 
ventricular enlargement contributes more to the 
straightened left cardiac border than the left atrial 
enlargement. More commonly in the presence of 
advanced left atrial enlargement, there is extension 
of the left atrium to the right. This results in a 
double contour, the upper representing the left 
atrium and the lower the right atrium. At times 
the left atrium is so large that it projects beyond 
the right atrium. 

In the left anterior oblique position, the left 
atrium occupies the upper left cardiac contour and 
is separated from the left main.bronchus by 1 to 
2 cm. With enlargement of the left atrium there is 
a fullness of the contour beneath the left main 
bronchus, with obliteration of the infrabronchial 
space; and with further enlargement, elevation of 
the left main bronchus. 

Enlargement of the left atrium is seen earliest 
in the right anterior oblique or right lateral posi- 
tions. As the left atrium enlarges posteriorly it 
encroaches on the retrocardiac space. With slight 
degrees of enlargement, the change is more easily 
observed by outlining the esophagus with barium. 
Normally the esophagus is located behind the left 
atrium so that when this chamber enlarges, the 
barium-filled esophagus is indented abnormally and 
displaced posteriorly. The esophagus is usually dis- 
placed also to the right, noted by rotating the 
patient into the postero-anterior position. Displace- 
ment of the esophagus is the earliest and most 
reliable sign of left atrial enlargement. 
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FOOD AND WATER 
Shigellosis 
Salmonellosis 


TRANSMISSION UNCERTAIN 
Poliomyelitis 
Coxsackie Disease 
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BY GEORGE GEE JACKSON, M.D. 


Department of Preventive Medicine, University of Illinois, College of Medicine, 


Chicago 


This presentation of summertime infections is being done by systems in order to increase the physician’s suspicion 


of some of these diseases as the origin of common symptoms noted by his patients. The considerations here are 
merely a brief glimpse of what is known about some infections. It is hoped that an aroused suspicion 
will lead to interest and to the acquisition of a fuller knowledge by the physician 


of the infections likely to be encountered. 


SEASONAL periodicity in the incidence of certain 
infections has been established by years of obser- 
vation. All of the factors that contribute to the 
waxing and waning of these infections certainly are 
not known. The life cycle of the parasite may be 
important. The passage of time itself alters the im- 
mune status of individuals in a community and may 
play a role. The environmental conditions in na- 
ture, however, are fundamental in many instances. 
The environment affects both the viability of the 
infectious agent and the activities of the susceptible 
hosts, including intérmediary hosts. Thus, the con- 
ditions for transmission of infections are altered in 
different seasons of the year. The specific illnesses 
that are encountered vary with different geographic 
locations, the culture of the community (especially 
with respect to sanitation) the age of the population, 
the time elapsed after an epidemic, and the extent 
of artificial immunization maintained. 


A high incidence of respiratory infections in the 
winter results from the close person to person con- 
tact during the colder months. With the develop- 
ment of warm weather, there is a sharp decline in 
the occurrence of respiratory infections, and the 
decline is reflected in population mortality. As 
shown in Figure 1, the summer months are the 
most favorable of the year for survival. 

It is not long after the diminution of winter res- 
piratory infections, however, that there is a remark- 
able increase in “summer complaint”—a lay term 
commonly used to describe a number of diarrheal 
diseases—and in certain other infections. In Table 
land Figure 1, the prevalence of some infections in 
relation to the summer season is indicated. The 
validity of the classification is based on the numbers 
of reported cases of notifiable diseases in the U.S. 
for 1951-53, and on serologic and health surveys in 
the case of diseases that do not require reporting. 
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PREVALENCE OF SOME INFECTIONS IN NORTH AMERICA 


Infections Increased 
During the Summer 


Year-around Infections 
Sometimes Increased 
in the Summer 


Infections Decreased 
During the Summer 


Impetigo 
Tetanus 
Shigellosis 
(Bacillary dysentery) 
Salmonellosis 
(Paratyphoid fever) 
Typhoid fever 
Brucellosis 
Relapsing fever 
(Tick borne) 


Staphylococcus food poisoning 
Diarrhea of the newborn 
Tularemia 
Pertussis 
Tuberculosis 
Pulmonary 
Meningitis 
Leptospirosis 
Rat-bite fever 
Venereal diseases 


Pneumococcal pneumonia 
Streptococcal diseases 
Pharyngitis 
Scarlet fever 
Erysipelas 
Diphtheria 
Meningococcal diseases 
Bacteremia 
Meningitis 


Poliomyelitis 
Coxsackie disease 
Encephalitis 

Equine 

St. Louis 
Keratoconjunctivitis 


Primary atypical pneumonia 
Psittacosis 

Infectious mononucleosis 
Lymphocytic choriomeningitis 
Rabies 

Q-fever 


Common cold 
Influenza 
Measles 
Mumps 
Chickenpox 
Hepatitis 


Rickettsial pox 
Rocky Mountain spotted fever 


Encephalitis lethargica 


Fungal and 
Parasitic 


(Ringworm) 
Amebiasis 
Ancylostomiasis 

(Hookworm) 
Ascariasis 


Actinomycosis 
Histoplasmosis 
Blastomycosis 
Sporotrichosis 
Malaria 
Trichinosis 
Enterobiasis 
(Pin worm) 


The most commonly accepted modes of trans- 
mission for some of these infections are shown in 
Table 2. The transmission of illness by contaminated 
food and water and by arthropods is of relatively 
greater importance in the summer months than in 
the winter season. Person to person contact, how- 
ever, continues to serve as an important mode of 
transmission, especially for the viral diseases, and 
the closer association with domestic and wild life 
increases the occurrence of some others. Since soil 
fungi are air-borne in dust, the dry season marks 
an increase in the occurrence of infections from 
pathogenic strains. 

The recognition of specific diseases by the physi- 
cian, aside from the epidemiologic aspects, depends 
upon the patient’s symptoms and upon the famili- 
arity of the physician with the differential aspects 
of the common summer infections. In Table 3, some 
infections are considered in relation to the ana- 
tomic systems, frequently involved symptomatically. 
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Mucocutaneous Lesions 


Impetigo may be caused by staphylococci or 
streptococci. The lesions occur most commonly on 
the face and hands, although areas of irritation or 
trauma as well as hair follicles may serve as the site 
of origin. The same organisms, particularly staphy- 
lococci, may produce other forms of pyoderma, 
such as furuncles, folliculitis, sweat-gland abscesses, 
and paronychia. 

The primary lesion in tularemia progresses from 
a papule, usually on the hands, to a suppurative 
punched-out ulcer. Multiple ulcerated nodules and 
regional lymphadenopathy are common. Anthrax 
lesions are usually singular and also occur on the 
hands. A hard, dark, nontender eschar is produced, 
with induration of the surrounding soft tissues. 

Epidermophytosis, fungus infection of the skin, 
involves principally the toes and body folds. Vesic- 
ular lesions (dermatophytid) may occur on the 
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hands, secondary to fungous infections elsewhere ; or 
primary infection around the finger nails with loss 
of luster, thickening, and deformity may be seen. 
Actinomycosis characteristically produces inflam- 
matory nodules with draining sinuses most fre- 
quently located around the face and neck (lump- 
jaw) or establishes fistulas with one of the visceral 
cavities. Blastomycosis causes similar elevated gran- 
ulomatous lesions, often with purplish discoloration 
and a very thin skin covering, and sporotrichosis 
causes a series of ulcerated nodules along the lym- 
phatic channels from the site of entrance. 

The above group of infections often occur as 
primary diseases of the skin and adjacent soft 
tissues. Another group of infections that are pri- 
marily systemic illnesses also may produce cuta- 
neous lesions. In some instances, such as with the 
“rose spots” of typhoid and the similar rash of 
Brill’s disease, murine typhus, and that sometimes 
associated with infectious mononucleosis, the skin 
lesions may be sparse and evanescent. In other 
cases, as with the spotted fevers of rickettsial origin 
and the purpuric lesions that may be associated 
with rat-bite fever (Streptobacillus moniliformis), 
the rash is prominent and regresses slowly. 

Still a third group of infections produce lesions 
of the conjunctiva and mucous membranes. Among 
this group are epidemic keratoconjunctivitis, lepto- 


spirosis, and herpangina. 


Gastrointestinal Infections 


Loose, soft stools are always pathologic and a 
manifestation of exudation from the bowel. Likewise 
blood, pus, and mucus are always abnormal. Exces- 
sive water intake must not be considered a cause of 
diarrhea. Neither does diarrhea always indicate gas- 
trointestinal infection. Certain foods, cathartics, 
psychologic stresses, metabolic diseases, and neo- 
plasms may produce diarrhea, nausea, or vomiting. 
Thyrotoxicosis and diabetes mellitus especially 
among the metabolic diseases may produce a severe 
diarrhea. 

The major proportion of gastroenteritis results 
from infection with one or more of several recognized 
etiologic agents. Some aspects of these infections 
are presented in Table 4. 

Staphylococcal food poisoning can be recognized 
especially by its short and rather precise incubation 
period. Most persons are. susceptible to the pre- 
formed toxin of staphylococci that is responsible for 
the symptoms, and consequently most of the per- 
sons who share the contaminated food will be ill. 
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Food that is left at summer room temperature for 
four to six hours, and contaminated with staphy- 
lococci, will produce enough toxin to cause food 
poisoning. 

**Ptomaine poisoning” is not an entity. There is 
no substance or group of substances derived from 
putrefaction which initiate food poisoning. Botuli- 
nus food poisoning is uncommon but may follow 
the consumption of home canned foods that do not 
appear spoiled. The importance of considering it 
lies in the high fatality rate and in the need to 
emphasize the absence of gastrointestinal symp- 
toms, even though this is the portal of entrance. 

Under the heading of bacterial diarrheas one 
may consider shigellosis, salmonellosis, typhoid 
fever, staphylococcal enteritis, pathogenic coliform 
bacilli, and tuberculous enteritis. Each of these can 
be differentiated quite well by the clinical syndrome, 
but some laboratory studies are necessary for a 
conclusive diagnosis. 

Bacillary dysentery is the most frequent. It may 
be caused by one of the species from four general 
groups of shigella organisms. These are Sh. dysen- 
teriae, Sh. paradysenteriae (Flexner), Sh. alkales- 
cens, and Sh. sonnei (Duval). The first occurs 
largely in the Far East and tropical countries and 
produces a severe infection, while Sh. alkalescens 
is ubiquitous but has very low pathogenicity. Most 
bacillary dysentery in the United States is caused 
by Sh. paradysenteriae and Sh. sonnei. The early 
symptoms are often fever and generalized aching, 
followed by abdominal discomfort, diarrhea, and 
tenesmus. The stool may be sour and contain blood 
and mucus. The bacteria are limited to the bowel, 
and the diagnosis must be established by obtaining 
a stool specimen for culture. Meningismus, pneu- 
monia, and arthritis may be produced from the 
elaboration of toxins in the bowel. No reservoir of 
infection is known except man. Carrier states are 
usually transient. 

Salmonellosis (paratyphoid and salmonella fever) 
differs in that there is a wide distribution of more 
than 200 species, all pathogenic for man, among 
farm animals, poultry, domestic pets, rodents, and 
healthy human carriers. Different species may cause 
differences in the clinical illness. Characteristically, 
salmonellosis has an incubation period that is longer 
than with acute food poisoning and shorter than 
with bacillary dysentery, usually six to twenty-four 
hours. The disease is often heralded by a severe 
shaking chill followed by fever. Nausea, vomiting, 
and abdominal griping are common, but do not 
occur in all cases. The development of suppurative 
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table 2 


Viral and Rickettsial 


? Viral gastroenteritis 
Lymphocytic chorio- 
meningitis 


Trichinosis 
Enterobiasis 


Tetanus 
Leptospirosis 
Brucellosis 
Tularemia 


? Viral Gastroenteritis 
? Poliomyelitis 
Coxsackie disease 
Primary atypical 
pneumonia 
Keratoconjunctivitis 


Epidermophytosis 


Psittacosis 


Relapsing fever 
Rat-bite fever 


Encephalitis 
Equine 
St. Louis 

Rickettsial pox 

Rocky Mountain spotted 
fever 

Murine typhus 

? Lymphocytic chorio- 
meningitis 


Q-fever 
? Lymphocytic chorio- 
meningitis 


Coccidioidomycosis 
Histoplasmosis 
Blastomycosis 
Enterobiasis 


abscesses is not uncommon. Bacteremia is a promi- 
nent part of the early illness, and the diagnosis can 
be established by blood culture or by isolating the 
organism from the feces or bowel. The stools com- 
monly contain the organism for two to eight weeks 
after the acute illness. 

Typhoid fever is a special form of salmonellosis 
and has many features in common with the other 
types. It differs in that human carriers are the only 
recognized reservoir of infection, and the incuba- 
tion period may be quite prolonged. Diarrhea occurs 
in only about 20 per cent of the patients with ty- 
phoid fever, and constipation is equally common. 
The diagnosis can be made early by suspicion and 
by finding a positive blood culture. Later, a posi- 
tive stool culture or a rising titer of serum aggluti- 
nins may establish the diagnosis. 

Certain serologic types of E. coli have been proved 
to be capable of initiating gastroenteritis, especially 
so-called “diarrhea of the newborn.” Other species 


of coliform organisms have been found to be patho- 
genic in the investigation of some localized out- 
breaks of gastroenteritis. Identification of these 
specific types of organisms can presently be per- 
formed by only a few clinical laboratories and some 
state and federal public health laboratories. 

Viral gastroenteritis has long been suspected as 
a disease entity by physicians and diagnosed as 
“grippe” or “intestinal flu.” The difficulty with 
these diagnoses is that they often become “waste 
basket”? accumulations of a variety of disorders with 
specific and identifiable etiology. The second diffi- 
culty is that influenza is a respiratory illness and 
rarely or never produces primary gastroenteritis. 
Nevertheless, two distinct agents that are probably 
viral have been identified by human volunteer ex- 
periments and shown to initiate a gastroenteritis. 
These agents have been referred to as the Marcy 
strain and the F. S. strain. Also, the initial symp- 
toms of infectious hepatitis may be anorexia, nau- 
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sea, and diarrhea. The Marcy strain produces a 
brief, afebrile diarrhea, while the F. S. strain causes 
fever in addition to diarrhea. 

Diagnosis of amebiasis depends upon the physi- 
cian’s suspicion of the disease. Strict insistence on 
the positive identification of Endamoeba histolytica 
or its cysts, however, must be maintained. Numer- 
ous false positive and false negative reports come 
from laboratories that perform only an occasional 
stool examination. 

Intestinal amebiasis has sometimes been referred 
to as “walking dysentery” since a great many pa- 
tients have subacute or chronic symptoms and are 
not completely debilitated. 

Hookworm and pin worm infections also are 
commonly manifest by mild gastrointestinal symp- 
toms and irritability. 


Treatment of Gastrointestinal Infections 


The use of antibiotics and chemotherapy in gas- 
trointestinal infections depends upon the establish- 
ment of a correct etiologic diagnosis early in the 
clinical illness. In acute food poisoning, no benefit 
can be expected from antibiotics or chemotherapy. 
Bacillary dysentery is often of brief duration, and 
in these patients, symptoms begin to subside before 
chemotherapy is begun. Sulfadiazine is a very satis- 
factory drug for treatment of severe cases of shi- 
gellosis. The principal precaution in using it is to 
insure an adequate urine excretion to avoid crystalli- 
zation in the urine. An initial dose of 4.0 Gm. 
should be followed by 1.0 Gm. every four to six 
hours by mouth. If necessary, the initial dose can 
be given subcutaneously or intravenously, and the 
doses for parenteral maintenance adjusted to give 
a serum concentration of 9 to 11 mg. per 100 ml., 
usually 2.0 to 4.0 Gm. per day. 

Far more important than chemotherapy in most 
cases is the maintenance of fluid and electrolyte 
balance. The fever, associated with vomiting and 
diarrhea, may produce severe dehydration very 
rapidly. Oliguria and prerenal azotemia are com- 
mon. The excretions of the gastrointestinal tract 
contain approximately four times the concentrations 
of potassium normally present in the plasma; there- 
fore, potassium depletion may occur quickly. An 
electrocardiogram may serve as a functional measure 
of potassium deficiency and be more readily avail- 
able than the chemical measurement of potassium 
in the serum. 

Chloramphenicol has been the most effective drug 
in the treatment of salmonella infections, including 
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typhoid fever. Treatment should be continued for a 
minimum of fourteen days. Even then, relapses may 
occur after cessation of treatment. Clinical improve- 
ment is almost always observed during treatment, 
but chloramphenicol does not seem to reduce sig- 
nificantly the complications in typhoid fever nor 
alter the incidence of persons who become per- 
sistent carriers of the organism. 

The tetracycline drugs (chlortetracycline, oxy- 
tetracycline, tetracycline) have been observed to 
have an amebicidal effect, and in addition, they 
diminish the bacterial flora of the intestine, which 
is important in the proliferation of E. histolytica. 
The effectiveness of these drugs is limited to the 
intestinal form of infection, however, and reliance 
should not be placed on them for treatment of ex- 
traintestinal amebiasis. 

None of the antibiotics is beneficial in the treat- 
ment of viral gastroenteritis. The illnesses are be- 
nign and the principal effort should be toward 
symptomatic treatment and the prevention of cross 
infections. 


Respiratory Infections 


Most of the bacterial infections of the respiratory 
tract common in the winter will be observed occa- 
sionally during the summer months. In addition, 
respiratory symptoms may be noted first with a 
number of systemic infections among which typhoid 
fever and poliomyelitis are examples. 

Primary atypical (viral) pneumonia was common 
during the war years and often had its peak occur- 
rence during late summer or early fall. The clinical 
syndrome consists of fever, headache, and a harsh, 
nonproductive cough with insidious onset. Physical 
signs of pneumonia may be lacking, but an x-ray of 
the chest reveals patchy pulmonary lesions which 
fan out from the hilum. 

The coxsackie viruses produce two specific res- 
piratory tract infections, herpangina and pleuro- 
dynia. The former is principally a disease of chil- 
dren that occurs in epidemic form in the summer 
and is characterized by high fever lasting one to 
four days and minute ulcerations or grayish papulo- 
vesicular lesions that occur on the membranes in 
the posterior part of the mouth and throat. Epi- 
demic pleurodynia, caused by Group B coxsackie 


viruses, is characterized by the onset of chest or- 


abdominal pain, fever, headache, and respiratory 
distress. The fever curve commonly describes a 
double hump in the first few days of illness, with 
remission and then relapse of fever. In some cases, 
relapses may continue to occur for a week or more. 


| 4 


table 3 


SYSTEMS PROMINENTLY INVOLVED IN THE SYMPTOMATOLOGY OF SOME SUMMER INFECTIONS 


Etiology 


Gastrointestinal 


Respiratory 


Nervous System 


Bacterial 


Staphylococcus food 

poisoning 
Bacillary dysentery 
Paratyphoid 
Typhoid 


Pertussis 
Typhoid 


Typhoid 

Bacillary dysentery 
Tetanus 

Brucellosis 
Leptospirosis 
Tuberculosis 
Botulism 


Viral and 
Rickettsial 


Herpangina 
(Coxsackie A) 
Infectious 


Viral gastroenteritis 
Poliomyelitis 
Coxsackie disease 


Poliomyelitis 
Coxsackie disease 
Primary atypical 


Poliomyelitis 
Coxsackie disease 
Encephalitis 


mononucleosis 
Keratoconjunctivitis 
Rickettsial pox 
Rocky Mountain spotted 
fever 


Encephalitis 


pneumonia 
Psittacosis 
Q-fever 
Infectious mononucleosis 
Lymphocytic chorio- 
meningitis 


Lymphocytic choriomeningitis 
Infectious mononucleosis 
Rabies 

Lymphogranuloma venereum 


Amebiasis 
Hookworm 
Ascariasis 
Enterobiasis 


Epidermophytosis 
Actinomycosis 
Blastomycosis 


Sporotrichosis 


Histoplasmosis 
Blastomycosis 
Coccidioidomycosis 


The disease is benign and recovery occurs in all 
cases. 

Infectious mononucleosis may produce a pharyn- 
gitis, often membranous, as the outstanding clinical 
finding with fever. Abnormal mononuclear cells 
appear in a smear of the peripheral blood, and a 
serum heterophil test usually is positive in a titer 
of 1:32 or greater. 

Psittacosis and Q-fever are primary respiratory 
infections that require laboratory confirmation. 
Neither is believed to be a common disease, but 
they occur among persons associated with various 
species of birds and domestic animals, respectively. 

Among the fungal diseases, histoplasmosis is 
probably most common. It has been known for some 
time, on the basis of skin test sensitivity and chest 
roentgenograms, that exposure to H. capsulatum 
was common. Recently its etiologic role in epidemic 
diffuse pneumonitis has been clarified. Infection is 
acquired by exposure to dust from habitations of 
pigeons, chickens, and rodents. Such exposure is 
likely in caves, silos, barns, and similar sheltered 
areas. The entity previously called “cave fever” 
appears most likely to have been histoplasmosis. In- 
fected persons may be acutely ill with chills, fever, 
generalized aching, cough, and respiratory distress, 
with bilateral diffuse pulmonary lesions on a roent- 
genogram. The disease may be fatal, but the ma- 


jority of patients recover without sequellae. Some 
cases, however, have resulted in chronic pulmonary 
disease, and others might have produced sarcoid 
lesions. 

Coccidioidomycosis is endemic only in the south- 
western United States. In many respects the clinical 
picture is similar to that described for histoplas- 
mosis. The large proportion of infected persons 
have a transient mild respiratory disease ; however, 
progression to a chronic form with pulmonary cavi- 
tation is not uncommon and a severe disseminated 
infection occurs in some patients. 

Blastomycosis also may be air-borne with dust 
and cause respiratory infection, but recognized 
cases of acute disease have been infrequent. 


Infections of the Nervous System 


Among the bacterial infections, leptospirosis is of 
particular interest. Any one of the common species 
L. icterohemorrhagica, L. canicola, L. pomona, L. 
grippotyphosa—may produce an illness varying in 
severity. L. canicola in particular has been observed 
to produce only an aseptic meningitis. Rats and 
dogs serve as a natural reservoir and excrete the 
organisms in the urine and feces. Infection may 
occur from ingestion of contaminated water, or from 
bathing or accidental immersion in polluted water. 
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Cuts or breaks in the skin are common portals of 
entrance, but unbroken mucous membranes can be 
penetrated. Most patients should be hospitalized 
for treatment. The effect of antibiotics is inconclu- 
sive, but tetracycline administered intravenously, in 
a dose of 2.0 or 3.0 Gm. daily, or aqueous crystalline 
penicillin administered intramuscularly in doses of 
10 million units per day, may have some benefit. 

Lymphocytic choriomeningitis commonly starts 
as an influenza-like respiratory illness, and subse- 
quently headache, vomiting, and signs of meningeal 
irritation. No signs of localized neurologic lesions 
occur, and the prognosis for complete recovery is 
good. The spinal fluid usually contains 500 to 
1,000 lymphocytes, slightly increased protein, and 
normal sugar. Supportive treatment is sufficient. 

Poliomyelitis is the most important of the summer 
infections of the central nervous system. Onset is 
usually with fever and may simulate a mild respira- 
tory infection or gastroenteritis. In other instances, 
irritability or encephalitis may be the first signs of 
illness. Recent studies have shown that the virus is 
present in the blood stream four or five days before 
the onset of paralysis. The clinical picture is domi- 
nated by the development of flaccid paralysis of the 
voluntary musculature. Nevertheless, paralysis oc- 
curs in only a small percentage of persons who have 
the prodromal symptoms of infection with polio- 
myelitis viruses. The legs, trunk, arms, and muscles 
innervated by the cranial nerves are affected in that 
order of frequency. The extent of the paralysis usu- 
ally reaches its maximum within the first three to 
five days after its appearance and rarely increases 
in extent for more than one week after the remis- 
sion of fever. 

There are innumerable factors that alter human 
susceptibility. Fatigue and vigorous muscle activity 
are important. Adenotonsillectomy and immuniza- 
tion with pertussis vaccine have been incriminated 
by some authors and should be avoided as elective 
procedures during the season in which poliomye- 
litis is common. All patients with muscle weakness 
or paralysis should be hospitalized and observed 
closely for progression. Treatment requires relief of 
pain from muscle spasm (hot packs), tracheotomy 
and mechanical aids for respiration when necessary, 
careful asepsis for control of infection, and suppor- 
tive measures for maintaining blood circulation, a 
free airway, and water and electrolyte balance. 

Illness in other members of the family must be 
suspected of being poliomyelitis. The mass trials of 
prophylaxis with immune gamma globulin showed 
that the number of cases in an epidemic could be 
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reduced. However, experience during the summer 
of 1953 showed no significant decrease in secondary 
cases among family members when gamma globulin 
was used. Active immunization with killed polio- 
myelitis viruses is currently being given clinical 
trial, but is not of proved benefit nor available for 
general use. 

Coxsackie viruses have been isolated from some 
patients with poliomyelitis and from some other 
patients with the clinical symptomatology of abor- 
tive poliomyelitis. It is believed that coxsackie dis- 
ease may be the primary infectious agent in the 
latter cases, but there is no evidence that these 
viruses cause flaccid paralysis. Recovery from the 
aseptic meningitis caused by coxsackie viruses is 
uniform and has no sequellae. 


Thoughts on Prevention 


Preventive measures probably have their most 
successful application against infectious diseases. A 
trite expression, but a fact often forgotten, is that 
soap and water are our best antiseptic agents. Hand- 
to-mouth transmission of gastrointestinal infections 
is common and can be prevented by hand washing. 
Fatigue has been tantamount to increased suscepti- 
bility to infections, in the minds of people for gen- 
erations. Some scientific support for this has been 
gathered. Indeed, the relation of swimming and 
poliomyelitis, if any, seems largely concerned with 
the factor of fatigue. 

In temperate climates, the summer months in- 
stigate a major change in our cultural activities. 
Cook-outs, hiking, barefeet, wading, and swimming 
in natural waters, either open new portals of entry 
or bring us in contact with new or immunologically 
forgotten etiologies of infection. The spirit of the 
picnic or the camp often makes one forget that the 
handling and preparation of food requires the same 
sanitary precautions that are insisted upon in every- 
day practice. The source of water supply is very im- 
portant, and sanitary disposal of excreta is obvious- 
ly necessary. Septic tanks that serve summer cot- 
tages may profitably be tested for leaks each spring. 

Artificially induced active immunization or a re- 
awakening of an anamnestic response by a “‘booster 
dose” of antigen offers the best protection against 
certain infections. Tetanus toxoid should be given 
to all children of school age, and a “booster shot” 
every one to three years is advisable for all active 
persons. The initial course consists of 1 ml. of 
tetanus toxoid administered subcutaneously every 
three or four weeks for three injections. A recall 
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table 4 SOME ASPECTS OF CERTAIN GASTROINTESTINAL INFECTIONS 


Principal 
Symptoms 


Diagnosis 


Nausea, vomiting, Culture from food, 
poisoning Custards hours and diarrhea. hours vomitus, ? stool (K+) 
Unrefrigerated meat Fever absent 


Improperly steril- Constipation, History and 
poisoning ized canned foods hours headache, weak- fatal examination tion and 
especially alkaline ness, and circulation 
(beans) paralysis 


Shigelic dysentery Contaminated food 24-72 Feverand watery 2-14 Stool culture Hydration and 
or water. Healthy hours diarrhea. days (on S.S.agar) sulfadiazine 
human carriers Tenesmus 


May follow oral Mucous diarrhea 
dysentery administration of nite of stool (on blood 
antibiotics. Rarely agar) 

from contaminated 

food 


Dysentery caused by Contaminated food 1-7 Watery diarrhea Days Stool culture, Hydration, 


coliform bacilli or water. Healthy days (diarrhea of to serologic identifi- sulfadiazine or 
E. coli 055 and 0111 human carriers newborn) weeks cation streptomycin 
Pseudomonas aerug. 
Proteus vulgaris 
Paracolon bacillus 


Salmonellosis Eggs of fowl, feces Chill, fever, 3 days Blood and stool Chloramphenicol 
(other than typhoid) of most farm hours nausea, vomiting, to3 culture. Serologic 14-21 days 
animals. Domestic and abdominal weeks and phage typing. 
pets. Healthy human griping Blood agglutinins 
carriers 


Typhoid fever Healthy human 7-14 Chills, fever, 4-6 Blood, stool, and Chloramphenicol 
carriers and foods days headache, cough, weeks urine culture. 21 days 
contaminated by diarrhea Serologic and 
them phage typing. 


Blood agglutinins 


Alternating X-ray chest and Isoniazid plus 
tuberculosis diarrhea and con- nite small intestine. streptomycin 
stipation. Sputum (smear 

Fistula-in-ano and culture) 


Afebrile, Epidemiologic. 
urgent diarrhea Volunteer studies 


Symptomatic 


Febrile, diarrhea Symptomatic 


Epidemiologic. 
Volunieer studies 


Clinical, liver Rest and diet 
weeks lethargy, jaundice nite biopsy. 


Volunteer studies 


(Continued on next page) 
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table 4 SOME ASPECTS OF CERTAIN GASTROINTESTINAL INFECTIONS— Continued from page 84 


Incu- 


Source of bation Principal Dura- 


tion Diagnosis Treatment 


Microscopic exam- Tetracycline 


persons, especially weeks dysentery with nite ination of feces or emetine 


for trophozoites 
or cysts 


Anorexia, rest- 


Hexylresorcinol. 


(Pin worm) lessness, and nite perianal ova, Concurrent envi- 
pruritis ani. “scotch-tape ronmental 


decontamination 


“Ground itch” Tetrachloro- 
(Hookworm) from human feces __ nite indigestion, nite ova in stools ethylene 

abdominal pain, 

diarrhea, 


listlessness 


(booster) can be obtained with 1 ml. of toxoid sub- 
cutaneously or 0.1 ml. intracutaneously. Unimmu- 
nized patients, who have significant cuts, slivers, or 
trauma, should receive at least 1,500 units of tetanus 
antitoxin for passive immunity, and active immuni- 
zation should be begun simultaneously. A skin test 
for hypersensitivity to the serum is necessary before 
administering antitoxin. 
Typhoid and paratyphoid fever also can be pre- 
vented or ameliorated by vaccination. Most com- 
mercially available vaccines contain one billion 
typhoid organisms and one-half billion each of 
Salmonella para A and para B. Initial immunization 
consists of 0.5 ml., 1.0 ml., and 1.0 ml. administered 
subcutaneously at one- to two-week intervals. Recall 


in a person immunized within the past few years can 
be elicited by 0.5 ml. of vaccine subcutaneously, or 
0.1 ml. by intracutaneous route. 

In areas where Rocky Mountain spotted fever is 
highly endemic, vaccination may be advisable. A 
vaccine prepared from infected chick embryos is 
available commercially. Three subcutaneous infec- 
tions of 1 ml. should be given at five- to seven-day 
intervals. Recall is necessary each spring with one 
or two injections of 1 ml. of vaccine. Clothing worn 
in wooded areas should be tight at the wrists and 
ankles, and an examination for ticks or tick bites 
made at the time of disrobing. Ticks should be re- 
moved if found, and the person observed carefully 
during the next three to five days. 


else. 


—Ben T. Galbraith, M.D., and Stafford L. Norman, M.D. 
New England J. Med., 250: 670, 1954. 


A HELPFUL HINT 


For Diagnosis of Dissecting Aneurysm 


THE piaGnosis of dissecting aneurysm of the aorta will rarely be 
missed if it is considered in every catastrophic condition charac- 
terized by abrupt onset and not readily diagnosed as something 
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Quiz 


Semiannually GP publishes a quiz 
covering its scientific articles. Here 
are the multiple choice questions 
compiled from the January through 
June issues. 


3 Answers to these questions appear on page 132. 


1. The highest ratio of death rates for male physicians 
compared to white males of the general population is 
due to: 


1. Leukemia and gallbladder disease. 

2. Diseases of the heart and coronary arteries. 
3. Arteriosclerosis. 

4, Intracranial lesions of vascular origin. | 

5. Cancer. 


2. The most common complication from the use of 
cation exchange resins is: 
1. Acidosis. 


2. Hyperkalemia. 
3. Alkalosis. 


4. Hypercalcemia. . 
5. Hypernatremia. 


3. Avoidance of adverse reactions to penicillin usu- 


ally depends upon: 


1. Skin tests. 
\2 History of previous reaction to penicillin. 
3. Use of other antibiotics not so effective as penicillin. 
4. Use of small doses of penicillin. 
5. Simultaneous use of ACTH. 


4. For the treatment of pneumococcal pneumonia, 
one of the following is not recommended: 

M. Oral penicillin. 

2. Erythromycin. 

3. Carbomycin. 


4. Oxytetracycline. 
5. Tetracycline. 


5. In a female patient who has joint pains, fatigue, 
leukopenia, and fever consider: 


1. Osteoarthritis. 


2. Lupus erythematosus. 
3. Gout. 


4. Luetic polyarthritis. 
5. Sarcoidosis. 


6. One of the following bears no relationship to 
prolonged labor: 


4. Weight of infant. 
5. Positional dystocia. 


1. Cephalopelvic disproportion. 
2. Cervical dystocia. 
3. Primary uterine inertia. 


7. Long-term administration of 250 mg. of chlor- 
tetracycline twice a day: 


1. Is valuable in the prevention of rheumatic fever. 

2. Results in the development of resistant Group A beta- 
hemolytic streptococci. 

3. Causes serious toxic reactions. 

4. Increases the incidence of respiratory infections. 

5.Is regularly effective in the treatment of infectious 
mononucleosis. 


8. Differences of the blood pressure between the two 
arms of less than 10 mm. systolic and 5 mm. diastolic 
are likely to be due to: 


4. Scalenus anticus syndrome. 
5. Normal variation. 


1. Aneurysm of aorta. 
2. Neoplasm. 
3. Cervical rib. 


9. One of the following factors does not influence 
the likelihood of finding Aschoff bodies in auricular 
appendages amputated at the time of operation for 
mitral stenosis: 

4, Active rheumatic carditis. 
5. Presence of aortic regurgi- 
tation. 


1, Age of the patient. 
2. Sex. 
3. Auricular fibrillation. 


10. Estrogens are useful in all but one of the fol- 
lowing: 
4, Gonorrheal vaginitis in 
children. 


5. Uterine inertia. 


1. Menopause. 

2. Senile vaginitis. 

3. Suppression of breast 
engorgement. 


11. Androgens are useful in all but one of the fol- 
lowing: 
4, Premenstrual tension. 
5. Menopause. 


1. Endometriosis. 
2. Cachectic states. 
3. Hyperemesis gravidarum. 


12. In cases of chronic refractory (‘‘aplastic’’) ane- 
mia with agnogenic myeloid metaplasia, re-evaluation 
of the effects of splenectomy indicates that the opera- 
tion: 

1. Is uniformly detrimental. 

2. Usually has no effect on the course of the anemia, but 

occasionally may provide dramatic improvement. 

3. Usually causes lasting clinical and hematologic im- 

provement. 

4. Usually causes brief clinical and hematologic improve- 

ment. 

5. Usually is detrimental. 


13. A 35-year-old man, on neurologic examination, 
has insensitivity to pin prick in the left half of the body 
as high as the middle of the chest; weakness, stiffness, 
hyperactive deep tendon reflexes, a positive Babinski 
toe sign, and impaired position and vibration sensi- 
tivity in the right lower extremity; normal findings in 
head, neck, and upper extremities. Impression: 

4. Multiple sclerosis. 
5. Pernicious anemia. 


1. Poliomyelitis. 
2. Brain tumor. 
3. Cord tumor. 


14. By and large most of the cases of vertigo seen 
in office practice: 
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1. Are due to a tumor at the cerebellopontine angle. 
2. Are due to multiple sclerosis. 

3. Are due to central nervous system syphilis. 

4. Are due to cerebellar lesions. 

5. Have an obscure etiology. 


15. When headache is of ocular origin, it is usually 
due to: 


1. Ophthalmoplegic migraine. 4. Eye strain. 
2. Glaucoma. 5. Retinitis. 
3. Optic neuritis. 


16. The “Salk” poliomyelitis vaccine: 


1. Is prepared in cultures of tissues of monkey brain. 

2. Is a formalin-inactivated mixture of two of the three 
polio viruses. 

3. Is known to reduce the incidence of pavalytic polio- 
myelitis. 

4. Is known to cause children to develop a marked increase 
in polio antibody level. 

5. Is too dangerous to use in humans. 


17. Doubly refractile fat bodies, found in the urine 
by microscope with polarized light, are: 


1. A scientific curiosity. 

2. Typical of hypertensive renal disease. 
3. Typical of pyelonephritis. 

4. Typical of arteriosclerotic renal disease. 
5. Typical of the nephrotic syndrome. 


18. From 1941 to 1952, the number of people cov- 
ered by hospital expense insurance increased from 
about six million to about: 


1. Twelve million. 
2. Twenty million. 


3. Fifty million. 


4. Seventy million. 
5. Ninety million. 


19. In a news release from the Food and Drug Ad- 
ministration, in the latter part of January, 1954, it was 


declared that talcum powders containing 5 per cent 
boric acid: 


1. Are dangerous. 

2. Are not hazardous. 

3. Are henceforward prohibited. 

4. Are to be replaced by powders containing at least 10 
per cent boric acid. 

5. Are to be replaced by powders containing 25 per cent 

boric acid. 


20. Obstruction of the large intestine is dangerous 
especially because: 


1. Vomiting is worse than with higher obstruction, and 
fluid and electrolyte losses are correspondingly more 
severe. 

2. The contents of the large intestine are more toxic. 

3. It is a closed-loop obstruction. 

4. It is harder to recognize clinically. 

5. It is harder to recognize roentgenographically. 


21. The x-ray shown in the picture immediately to 
the right, is typical of: 


1. Osteoporosis. 4. Osteolytic metastases. 
2. Osteoblastic metastases. 5. Osteitis. 
3. Osteopetrosis. 
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22. A 52-year-old woman is treated during a ten-day 
period with oxytetracycline, in doses of 500 mg. t.i.d., 
for acute pyelonephritis. On the eighth day of treat- 
ment, urinary symptoms have abated, but there is 
itching and inflammation of the skin of the neck, dor- 
sum of hands, and vulva. This complication suggests: 


1. That cortisone should be given immediately. 

2. A need for administration of niacin. 

3. That the original diagnosis was incorrect. 

4. That the patient has not been taking the oxytetracycline. 

5. That the organism causing the pyelonephritis is resis- 
tant to the antibiotic. 


23. Prevention of homologous serum hepatitis can 


be furthered by all but one of the following: 


1. Use of blood and blood derivatives only when absolute- 
ly needed. 

2. Sterilization of instruments by autoclaving. 

3. Avoidance of using blood donors who have a history of 
jaundice. 

4. Avoidance of use of a multiple-dose syringe on dif- 
ferent patients. 

5. Use of pooled plasma instead of plasma from a single 
donor. 


24. In a study of a small group of seemingly trust- 
worthy patients, it was found that: 


1. They were rather uniformly faithful to dosage schedules 
that required taking a drug t.i.d. 

2. They were rather uniformly faithful to dosage schedules 
that required taking a drug q.i.d. 

3. None of the patients were faithful to such dosage 
schedules. 

4. They were a little more than 50 per cent faithful to such 
dosage schedules. 

5. Patients who were unfaithful to such dosage schedules 
offered good excuses. 


25. The x-ray film of the abdomen, shown below 
at the far right, suggests: 


1. Ascites. 

2. Obstruction of the small intestine. 
3. Pneumoperitoneum. 

4. Paralytic ileus. 

5. No abnormality. 
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University of California School of Medicine, San Francisco, Calffornia 


(DEAN'S MESSAGE 


In the accompanying picture are to be seen three stages of the growth of the 
Medical Center of the University of California in San Francisco. The older 
buildings in the background represent those of the campus of 1897 shortly 
after the “Toland Medical School,” together with the Colleges of Dentistry 
and Pharmacy, became part of the University of California. A second stage 
on the right in the picture is the present University of California Hospital, 
while the larger structures on the left represent our new and expanded 
teaching hospital, The Herbert C. Moffitt Hospital, and the Medical Sciences 
Building, still in the process of construction. Thus we look forward to the 
development of a medical center facility second to none. 

Medicine by tradition requires of its profession a continuing education. 
It is vital to both the profession and its educational institutions to maintain 
this tradition. It is particularly beneficial to strengthen the ties between 
the practicing profession and the medical schools. Hence, the University of 
California Medical School welcomes this opportunity to participate in the 
presentation of “Practical Therapeutics.” In keeping with the inscription 
on the cornerstone of the University of California Hospital, “To help 
teach,” the University of California School of Medicine is glad of the 
opportunity so to serve. 


FRANCIS SCOTT SMYTH, M.D. 
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p Practical Cherapeutics 


Treatment of Rheumatoid Arthritis 


BY STACY R. METTIER, M.D. 


Department of Medicine, University of California School of Medicine, San Francisco 


THE MANAGEMENT of the patient with rheumatoid 
arthritis is concerned with the abnormalities of the 
joints. Treatment, therefore, is directed toward 
prevention and correction of the changes that take 
place during the course of the disease. Although 
the broad aspects of treatment may be discussed, 
successful management requires a program designed 
to fit the needs of the particular patient. 

Before therapy can be outlined in any given case, 
it is important for the physician to determine the 
patient’s physical status and degree of disability 
and to classify his illness. It will be found that pa- 
tients with rheumatoid arthritis may be grouped 
according to the following five clinical categories: 

1. a. Bedridden and disabled to a lesser or great- 
er degree because of ankylosing processes in 
various jounts. 

b. Bedridden and joints mobile, but restricted 
in activity by acute inflammatory reaction in 
the joints, and associated muscle spasm. 

2. Ambulatory, but deformities present and ac- 
companied by pain indicative of active and 
possibly progressive disease. 

3. Ambulatory, with deformities present but with 
little or no pain; active process has subsided. 

4. Ambulatory; evidence of swelling present in 
small peripheral joints; little or no dis- 
ability. 

5. Vague aches and pains in joints but no ac- 
companying disability or swelling. 

A basic program of therapy includes rest and 

exercise, attention to nutrition and hygiene, and 
prevention or correction of deformities. Medica- 
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tions are useful in alleviating pain and stiffness and 
in bringing about a remission of the illness. Psycho- 
therapy has an appropriate place. 


Rest and Exercise 


As is true in many illnesses, rest is an important 
measure. This may be for the body as a whole (bed 
rest) or for a particular joint (by splinting in a 
plaster cast). Rest is of particular value for patients 
who are febrile, whose joints are hot and painful, 
and who suffer from muscle atrophy and general 
wasting of the body. 

It is essential, however, that rest be properly 
supervised. Only too often patients have been con- 
fined to bed and given analgesics to relieve pain 
and allowed to lie there without thought on the part 
of the physician as to the degree of disability that 
may ensue. As the patient lies in bed, the joints 
gradually stiffen and eventually become ankylosed 
(Figure 1). He is unable to use his hands, he cannot 
bend the elbows or knees, and proper function of 
the feet is lost because the weight of the blankets 
has caused them to be rotated outward and fixed in 
this position. Total disability is the final result. 

Rest, then, should be accompanied by appropri- 
ate exercise. For example, an acutely inflamed knee 
should be supported by sand bags or by molded 
plaster casts made in two pieces so that the upper 
part may be lifted off (Figure 2). The joint may 
then be gently removed and carefully put through 
a well-guarded range of motion two or three times 


a day. 


i 


Although bed rest is of value in the treatment of 
the acutely ill patient, it is important to encourage 
ambulation as soon as practicable. Prolonged bed 
rest, such as used in the treatment of the tubercu- 
lous patient, is not advantageous, since it tends to 
encourage atrophy of muscle and further joint dys- 
function. Ambulation naturally entails use of mus- 
cles and promotes their function. 


Prevention of Deformities 


Prevention of deformities should be the primary 
objective of the physician. Accomplishment of this 
aim, however, is often hindered by practical diffi- 
culties. Facilities for carrying out appropriate ther- 
apeutic measures may be lacking in the patient’s 
community. 

The pain that often accompanies manipulation of 
a joint sometimes discourages the patient from com- 
pleting a course of treatment. Also, the patient with 
arthritis is noted for his nomadism and, in wander- 
ing from place to place seeking some nebulous cure, 
he may make it impossible to institute a well-organ- 
ized plan of therapy. 

The co-operation of the physical therapist with 
the physician is an important aid in preventing de- 
formities of the joints. Indeed, physical therapy is 
looked upon by many rheumatologists as the most 
important procedure in the management of the 
patient with arthritis. 

The use of heat is often beneficial; it helps to 
relieve pain, to reduce muscle spasm, and to stim- 
ulate circulation. Hot fomentations or baths, lamps 
(infrared), and paraffin packs are easily applied and 
are useful. The amount of heat necessary depends 
on the size of the joint and its depth from the sur- 
face of the body. For the smaller joints of the ex- 
tremities, heat applied for twenty minutes is ade- 
quate. For the back or hip, heat should be applied 
for thirty or forty minutes at a time. 

Some physicians prescribe liniments or rubifa- 
cients. These mild counterirritants, when used after 
application of heat on a joint, prolong the sense of 
warmth in the skin and are often mildly sedative as 
well. The soothing effect of massage is also helpful 
in further alleviation of muscle spasm. 

Muscle atrophy and joint stiffness must be com- 
bated by suitable exercise. The patient must partici- 
pate in this part of the program and an explanation 
of its purpose should be given to him. Muscle set- 
ting exercises up to the limit of pain and fatigue 
should be strongly encouraged, although care must 
be taken to avoid excesses. The patient should also 


Figure 1. When a patient is allowed to lie in bed without appro- 
priate physical therapy, the joints gradually stiffen and eventu- 
ally become ankylosed. He is no longer able to use his hands. 


be taught simple procedures especially for home 
use, which he may perform several times daily. 

Psychotherapy also has a place in the therapy of 
rheumatoid arthritis. Patients often suffer mental 
and emotional shock when they realize that they 
have arthritis. Through the patient’s mind runs the 
thought, “I am a sufferer of arthritis,” and he en- 
visages an unhappy and dreary future of pain and 
disability. The physician must assume an attitude 
of optimism and encourage the patient to work 
toward a future of usefulness to himself and family 
through proper rehabilitation. 


Drug Therapy 


Salicylates. A salicylate is still the drug of choice 
for relief of pain in the treatment of rheumatoid 
arthritis. Patients themselves learn that acetylsali- 
cylic acid is the agent that gives them most relief. 
This drug may be prescribed in doses of 0.3 to 0.6 
Gm. every two to three hours throughout the wak- 
ing hours of the day, and may attain a total dosage 
as high as 4 to 6 Gm. For many years, the author 
has prescribed a capsule containing phenobarbital, 
0.015 Gm., acetylsalicylic acid, 0.2 Gm., phenace- 
tin, 0.2 Gm., and caffeine, 0.03 Gm. two or three 
times daily; and this may be supplemented by addi- 
tional acetylsalicylic acid as required. The pheno- 
barbital adds sedation to the analgesic effect of the 
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Figure 2. An acutely inflamed knee should be supported by sand 
bags or by molded plaster casts made in two pieces so that the 
upper part may be lifted off. The joint may then be gently re- 
moved and carefully put through a well-guarded range of 
motion two or three times a day. 


acetylsalicylic acid. At bedtime a mild sedative may 
be given. If the patient is assured of a good night’s 
sleep, he is better able to meet the oncoming day 
and to carry out his prescribed exercises. 

Phenylbutazone (Butazolidin), is an excellent anal- 
gesic and also has an antipyretic effect. Formerly it 
was prescribed in high dosage—tablets of 200 mg. 
three or four or more tines daily. This drug some- 
times induces sodium retention with its concomi- 
tant edema. Other side effects are gastric irritation, 
hemorrhage from the stomach, thrombocytopenic 
purpura hemorrhagica, skin rash, and granulocy- 
topenia. 

Phenylbutazone is best prescribed in doses of 100 
mg., one tablet to be taken orally three times daily. 
It still has a therapeutic effect in this amount but 
does not cause the side effects encountered with the 
larger dose. Almost all observers who have studied 
the effects of phenylbutazone agree that it provides 
varying degrees of relief of pain in the majority of 
patients with rheumatic disease. The relief usually 
occurs within two or three days after administra- 
tion is begun. 

Gold salts are beneficial in the treatment of rheu- 
matoid arthritis. The reported results differ greatly, 
but most authors agree that a satisfactory response 
may be expected in from 60 to 80 per cent of pa- 
tients treated. 

Only those gold salts with a thiol component 
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Figure 3. Intra-articular injections of hydrocortisone following 
removal of fluid from the joint are of some value. 


have proved successful. The preparations most 
commonly used in the United States are: (1) gold 
sodium thiomalate (Myochrysine)—50 per cent 
gold; (2) gold thioglucose (Solganol-B)—50 per 
cent gold; (3) gold thioglycoanalid (Lauron)—50 
mg. gold per cc. 

The first two preparations are soluble in water, 
whereas gold thioglycoanalid is insoluble. Gold 
thioglucose is somewhat difficult to prepare and to 
inject, but it is relatively painless and tends to pro- 
voke few toxic reactions. Gold thioglycoanalid has 
the disadvantage that, once a toxic reaction occurs, 
it is more difficult to combat because of the drug’s 
fixation in the tissues. 

The author’s experience has been limited to one 
preparation—gold sodium thiomalate—which, al- 
though simple to use from the physician’s stand- 
point, is somewhat painful on injection and fre- 
quently causes toxic reactions. The method of ad- 
ministration is as follows: First, 25 mg. of the drug 
is injected deeply intramuscularly into the buttock. 
Unless there is some evidence of drug idiosyncrasy, 
a 50-mg. dose is given one week later and at weekly 
intervals thereafter. After treatment has been in 
progress for six to nine weeks, some improvement 
in symptoms and signs of rheumatoid arthritis may 
be expected. The patient will note relief of pain and 
more freedom of motion. Such a program may be 
continued for one to two years, after which the in- 
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jections may be reduced first to twice a month and 
then to once a month for about another year. 

During the time gold salts are being adminis- 
tered, the physician must be alert to the occurrence 
of toxic reactions which may be expected in about 
10 per cent of patients. Before each weekly injec- 
tion, the patient must be questioned about itching 
of the skin and must be examined for a rash or pur- 
puric spots. Rarely, exfoliative dermatitis may oc- 
cur. Once these signs or symptoms appear, the drug 
must be discontinued. Since the rate of excretion of 
colloidal gold is slow, it may be necessary to sus- 
pend treatment for three to six weeks. After the 
rash has cleared, therapy may be resumed. If there 
is evidence of severe hematologic damage or exfoli- 
ative dermatitis, British anti-Lewisite (BAL) should 
be administered without delay. 

Steroid Hormones. Cortisone has not fulfilled its 
early promise. In patients with mild rheumatoid 
arthritis, cortisone produces relief from pain, but 
the percentage of cases which respond to this agent 
decreases as the severity of the disease increases. 
The advantage of cortisone, particularly hydrocorti- 
sone given orally, is that it gives rapid relief from 
symptoms. The disadvantages are that complete 
remission may not be expected, the patient may 
become habituated to the drug, and untoward side 
effects, such as sodium retention, may occur, and 
hypertension and possibly Cushing’s syndrome 
may develop. 

The dosage of cortisone again depends upon in- 
dividual requirements. At the outset, 100 to 200 
mg. daily for two or three days may be prescribed, 
following which the dose is decreased 25 mg. a day 
until the patient is taking only 50 mg. A satisfac- 
tory dosage usually is 37.5 to 50 mg. daily. 

Intra-articular injections of hydrocortisone, fol- 
lowing removal of fluid from the joint, are of some 
value (Figure 3). Injection of 1 to 2 cc. (25 to 50 
mg.) of hydrocortisone usually results in relief from 
pain. Injections may be repeated at intervals of one 
week. The knee and hip joints and inflamed bursae 
respond best to this form of treatment. 


X-ray Treatment 


Roentgen-ray treatment is sometimes of value in 
relieving persistent swelling and constant pain in 
the larger joints, the knee joint in particular, espe- 
cially if only one is involved. It also may be used on 
the hip, shoulder, and elbow. Doses of 50 to 100 r, 
given two to three times weekly until 750 to 1,000 r 
have been given, will decrease swelling and lessen 


pain in most instances. The effects, however, are not 
predictable. For some unexplained reason, x-ray 
treatment occasionally causes an acute flare-up in 
other joints. 

The treatment of rheumatoid arthritis of the spine 
(Marie-Striimpel disease) requires the combined 
efforts of physician, roentgenologist, and physio- 
therapist. At present, the most effective means of 
preventing the advance of the disease is x-ray di- 
rected along the entire length of the spine. Using 
x-rays generated by 200 kilovolts constant potential, 
HVL 1.05 millimeters copper, 50 centimeters target 
skin distance, and an output of approximately 45 r 
a minute, 100 r (air) are delivered to the upper and 
lower halves of the vertebral column and paraspinal 
musculature daily for a total of 600 r (air) per field. 
After a rest period of four weeks, a second similar 
course of treatment is given, and after a second rest 
period of twelve weeks, the third and final course of 
treatment is administered. 

In those women whom this disease afflicts, the 
ovaries should be properly shielded, to prevent 
artificial amenorrhea. Despite all precautions, this 
complication occasionally occurs, but is usually 
temporary. The possibility, however, should be ex- 
plained to the patient before treatment is instituted. 

After each x-ray treatment, the patient should 
report to the physical therapist for application of 
heat and use of massage and exercises to increase 
range of motion to the back. The combination of 
x-ray and physical therapy usually produces dra- 
matic relief in patients with mild to moderately 
severe rheumatoid arthritis. 


General Measures 


The patient should be encouraged to take a diet 
adequate in protein, mineral and vitamin content. 
So-called freak diets should be avoided. Often a 
patient with this illness will lack appetite, so that 
it may be advisable to supplement the diet with an 
all-purpose vitamin preparation. Such a supple- 
ment should provide at least 100 mg. of vitamin C 
a day. 

Anemia, when present, is usually normocytic- 
hypochromic in character and responds poorly to 
iron preparations. Transfusions of whole blood are 
occasionally necessary and result in a prompt rise in 
hemoglobin levels and an increase in the patient’s 
well-being. 

Removal of infectious foci may be helpful in im- 
proving the patient’s general health, but usually 
has no direct effect upon the arthritis itself. 
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Cips from Other Journals 


Tuberculous Lymphadenitis 


In a letter to the editor, Engel mentions his twenty- 
five years’ experience with the intramuscular or 
intravenous use of sodium salicylate in the manage- 
ment of tuberculous lymphadenitis. There were 
seventy-five patients treated. Children up to 6 years 
of age were given | to 2 cc. of 10 per cent sodium 
salicylate intravenously two to three times a week. 
Older children and adults received 5 to 10 cc. in 
increasing doses. Intramuscular injections were 
used when the veins were small. All but five pa- 
tients responded to treatment. The nodes de- 
creased in size and disappeared gradually within 
three to nine months. The response was often 
dramatic and was noticed after the first five to ten 
injections. The author felt that sodium salicylate 
given by mouth was ineffective. (Am. Rev. Tuberc., 
68: 940, 1953.) 


Tumor Metastases to the Heart 


At a veterans hospital where deaths from malignant 
neoplasms included a high incidence of such pri- 
mary tumors as bronchiogenic carcinoma, malig- 
nant melanoma, malignant lymphoma, carcinoma 
of the pancreas, and carcinoma of the esophagus, 
Young and Goldman reported that cardiac metas- 
tases were commonly found post-mortem. They ex- 
cluded from consideration leukemias and brain 
tumors, since the former regularly metastasize to 
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the heart and the latter almost never metastasize 
outside the central nervous system. Another tumor 
that often spreads to the heart is cancer of the 
breast—a type that was not included in the expe- 
rience at this hospital. The incidence of cardiac me- 
tastases for various types of neoplasms is shown in 


the diagram below. 
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Almost invariably, when there were cardiac me- 
tastases, there were metastases to other areas as 
well. The diagnosis during life of cardiac involve- 
ment is suggested by findings that can be outlined 
as follows: 

I. Symptoms (not diagnostic alone) 

A. Palpitation 
B. Dyspnea 
C. Cough 
D. Precordial pain 
E. Edema 

Il. Signs 
A. Cyanosis 
B. Arrhythmias 
C. Pericardial friction rub 
D. Pericardial effusion (often bloody) 
E. Refractory heart failure 
F. Evidence of constrictive pericarditis 

(occasional) 

III. X-ray findings 
A. Large heart shadow 
B. Evidence of pericardial effusion 

IV. Electrocardiographic abnormalities 
(Circulation, 9:220, 1954.) 


Prevention of Infections in Diabetics 


Although modern methods of treatment provide ef- 
fective control of infections in diabetics, the preva- 


lence of such infections still constitutes a serious 
problem. In particular, each time a diabetic acquires 
a respiratory infection or a kidney infection, con- 
trol of his diabetes is impaired. This in turn poses 
the threat of earlier development of irreversible 
cardiac or renal vascular complications. With these 
thoughts in mind, and knowing further that long- 
term administration of chemotherapeutic agents 
has a recognized place in prophylaxis of streptococ- 
cic infections of rheumatic fever patients, McVay 
and co-workers studied the effect of prolonged ad- 
ministration of chlortetracycline to patients having 
diabetes mellitus. 

Ninety-four patients took a 250-mg. dose of 
chlortetracycline one hour before breakfast and 
again two hours after the evening meal, for periods 
ranging from four to twenty-one months (average, 
19.5 months). Ninety-five “control” patients took 
placebo capsules of identical appearance. Neither 
patients nor physicians conducting the experiment 
knew which preparation a given individual was re- 
ceiving. 

Objective effects of the chlortetracycline prophy- 
laxis were reductions in the incidence of (1) res- 


piratory infections, (2) urinary infections, (3) posi- 
tive cultures obtained in random catheterized urine 
specimens, and (4) number of hospitalizations. 
More patients felt better as a result of taking chlor- 
tetracycline than as a result of taking placebo cap- 
sules. Side effects were minimal. It was necessary 
to discontinue the medication in one case in each 
group. There were no toxic effects upon the bone 
marrow or upon liver function. (Ann. Int. Med., 
40 :269, 1954.) 


Tuberculous Pericarditis 


In AN experience with twenty-seven cases of clini- 
cally primary tuberculous pericarditis, Goyette, Over- 
holt, and Rapaport noted that good results of med- 
ical therapy were related to early institution of 
adequate treatment with streptomycin and PAS or 
isoniazid. They suggested that eight to twelve 
months of treatment is best, and that treatment 
should be started as soon as initial studies have been 
accomplished, and not withheld pending reports of 
cultures and animal inoculations. 

In these twenty-seven cases, an etiologic diag- 
nosis was made in one or more of the following 
ways: (1) demonstration of tubercle bacilli by cul- 
ture or in tissues removed at operation or autopsy ; 
(2) demonstration of a thickened, shaggy pericar- 
dium by injecting air into the pericardial sac after 
aspiration of fluid; (3) “presence of a typical, pro- 
longed, severe, febrile illness in a young male, es- 
pecially a Negro, with a positive Mantoux test, who 
responds promptly to streptomycin and PAS or 
isoniazid, but fails to respond to other therapy.” 

Results of medical therapy alone were good in 
twenty-one of the patients. Of the remaining six, 
one died of disseminated tuberculosis, and five de- 
veloped constrictive pericarditis. In this latter group, 
three had successful pericardiectomies, one died 
following surgery, and one refused operation. The 
authors suggested that pericardiectomy should be 
done whenever signs of congestion persist or pro- 
gress in spite of good medical treatment. Activity 
of the tuberculosis was thought not to be a deterrent 
to surgical resection. (Circulation, 9:17. 1954.) 


Cancer of the Stomach 


ALTHOUGH they acknowledged that gastric cancer 
should be treated as early as possible, MacDonald 
and Kotin noted that delay in diagnosis is not an 
important factor in treatment failures. They pre- 
sented evidence that a long duration of symptoms 
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before operation is correlated with types of cancer 
in which chances for survival are relatively better. 
This doctrine of biologic predeterminism in can- 
cer of the stomach implies that this disease will not 
be controlled by depending on a policy of early 
diagnosis and prompt surgical treatment. “Under 
utopian conditions of diagnosis and treatment,” 
the authors wrote. “less than 20 per cent of all 
gastric carcinoma is controllable for 5 years or 
more.” (Surg., Gynec. @ Obst., 98:148, 1954.) 


Venous Thrombosis Due to Sitting 


NotnG that prolonged sitting sometimes provokes 
thrombosis in the deep veins of the calf, Homans 
suggests that physicians should be alert to recog- 
nize the significance of lameness after airplane 
flights, automobile trips, and other occasions of a 
prolonged seated position. The association is im- 
portant enough, he says, “to suggest the advisa- 
bility of making movements of the toes, feet and 
lower legs when one is sitting for long periods and 
of getting up and exercising when opportunity of- 


fers.” (New England J. Med., 250:148, 1954.) 


Fingerprint Edema 


In an editorial on this subject, Lyons stated that 
the sign for fingerprint edema is positive when 
pressure on the patient’s forehead or sternum leaves 
an imprint of the whorls of the examiner’s finger. 
A positive sign has been thought to represent an 
excess of intracellular fluid. Lyons doubts this, and 
he speculates plausibly that the excess of fluid is 
rather in the collagen fibrils of the skin. In any 
event, he believes the test has considerable utility 
in postoperative patients and in burned patients— 
a positive sign being an indication to restrict both 
water and sodium intake. (Surg., Gynec. & Obst., 
98:248, 1954.) 


Thrombosis of Aorta or Iliac Arteries 


A NuMBER of reports recently have emphasized the 
identity of syndromes resulting from segmental oc- 
clusion of the terminal parts of the aorta or one or 
both common iliac arteries, due to atherosclerosis. 
De Wolfe and associates, in their account of the 
problem, noted that symptoms of chronic aorto- 
iliac thrombosis commonly are confused with ortho- 
pedic disturbances. This is because (1) the patients 
often have intermittent claudication of the buttock 
or thigh—locations in which most physicians are 
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unaccustomed to thinking of pain as claudication 
—and (2) symptoms of arterial insufficiency of the 
foot or leg are not usually part of the picture. 

These authors presented data on seventy-eight 
patients. The great majority were men—many of 
them at a comparatively young age. Aortography 
was valuable for accurate localization of the sites of 
arterial occlusion. The authors acknowledged that 
resection of diseased arterial segments and replace- 
ment by grafts is ideal treatment. 

In their own cases, such treatment seems rarely 
to have been used, but results of conservative treat- 
ment were surprisingly good. Sympathectomy was 
recommended only for patients having definite 
trophic changes or incapacitating symptoms. The 
conservative regimen included (1) interdiction of 
smoking, (2) elevation of the head of the bed four 
to six inches on blocks, (3) good instructions in care 
of the feet, and (4) application of heat to the ab- 
domen for twenty minutes twice a day. Patients 
were allowed to walk as much as desired but were 
instructed to stop at the first sign of distress. (Cir- 
culation, 9:1, 1954.) 


Histoplasmosis 


In A review of their experiences with histoplasmosis, 
Prior, Saslaw, and Cole noted that this disease is 
not at all infrequent, especially in the middle west- 
ern United States. They emphasized that the varia- 
bility of clinical manifestations makes diagnosis dif- 
ficult unless there are a high index of suspicion and 
a specific program of clinical and laboratory study. 

Symptoms and signs most often suggest infection 
of the lungs or hilar lymph nodes, but the disease 
may give localizing signs in almost any organ or 
system of the body. Thus, among the cases report- 
ed by these authors, there were examples of such 
diverse problems as chronic adrenal insufficiency 
(due to extensive adrenal involvement) and an in- 
dolent ulcer of the tongue. The progress of the 
disease ranges from a mild, vague, brief illness to a 
fulminating fatal disease. 

Special diagnostic methods include (1) histo- 
plasmin skin test, (2) serologic tests (collodion ag- 
glutination test, complement-fixation test), (3) cul- 
ture of Histoplasma capsulatum (blood, bone mar- 
row, biopsy material), and (4) biopsy (usually 
lymph node or mucocutaneous ulcers). A positive 
histoplasmin skin test has the same significance re- 
garding histoplasmosis as a positive tuberculin test 
has for tuberculosis. It indicates only that the pa- 
tient has been infected with H. capsulatum at some 


time; it does not necessarily indicate that active 
infection is present. The serologic tests enable a 
presumptive diagnosis. These tests usually become 
positive in the first few weeks of the disease, and 
again become negative some months later. They may 
remain persistently negative in the presence of ful- 
minating histoplasmosis. 

At present there is no known specific therapy for 
histoplasmosis. Prior and his associates have admin- 
istered Atabrine because (1) it reaches high con- 
centrations in the reticuloendothelial tissues, and 
(2) it inhibits growth of H. capsulatum in the test 
tube and has some protective influence for mice ex- 
perimentally infected. (Ann. Int. Med., 40:221, 
1954.) 


Empyema Complicating Pulmonary Infarction 


PLEURAL empyema is thought to be a rare complica- 
tion of bland pulmonary infarction. However, Har- 
vey and Sabiston observed five such cases between 
1949 and 1952. They noted that the mortality rate 
had been high in previously reported cases. In their 
own patients, prompt surgical drainage gave good 
results. 

In each instance, there was a long delay between 
pulmonary infarction and development of empyema 
(twenty-four to fifty-seven days). The onset of em- 
pyema was preceded by increase in malaise, reap- 
pearance of fever and leukocytosis, and in three of 
four cardiac patients, recurrence of severe heart 
failure. In each instance the diagnosis was made by 
aspiration of pus from the pleural space. In spite of 
the fact that the patients appeared critically ill, rib 
resection and open surgical drainage was tolerated 
quite well. Four of the five patients survived; the 
fifth patient died as a result of a ball-valve thrombus 
obstructing the mitral valve orifice. (Ann. Int. Med., 
40:285. 1954.) 


Pathogenesis of Rheumatic Fever 


Watts proposes that deficiency of choline in the 
diet may be one factor influencing the development 
of rheumatic fever. He notes that there is general 
agreement that this disease results from a sensi- 
tivity reaction of the tissues to some product of the 
hemolytic streptococcus. One such product is strep- 
tolysin S—a substance for which human serum nor- 
mally contains an inhibiting compound. The 
strength of this serum inhibitor varies considerably 
in different people, and its activity is dependent in 
part on the amount of serum phospholipid. 


Wallis has found that the average serum phos- 
pholipid value is lowest in childhood—the usual 
time of onset of rheumatic fever. Also serum phos- 
pholipid is below the normal value for the age in 
rheumatic fever patients. He believes that rheu- 
matic fever may develop when a streptococcal in- 
fection engenders more streptolysin S than the 
serum phospholipid is able to neutralize. He has 
found, moreover, that rheumatic fever subjects gen- 
erally have a lower dietary intake of choline than 
normal, and believes this is significant because cho- 
line is one of the ingredients of serum phospholipid. 
(Am. J. M. Sc., 227:167, 1954.) 


Brucellosis 


IN His report on family studies of brucellosis, Spink 
emphasized that this disease usually results from 
contact with infected animals or their environment 
—less often from drinking contaminated milk. Thus, 
it is an occupational disease, chiefly of farmers and 
employees of meat packing plants. 

During sixteen years of studying brucellosis, the 
author had collected only nine families in which 
more than one member of a family had brucellosis. 
One-half of the “family” cases were completely, 
asymptomatic, and were diagnosed only by positive 
blood cultures or positive agglutination tests. Spink 
interpreted this fact as “a common feature of com- 
municable disease in that a considerable number of 
individuals may be exposed to brucellosis, the tis- 
sues of many will have been invaded by the micro- 
organism, but relatively few will manifest evidence 


of illness.” (Am. J. M. Sc., 227:128, 1954.) 


Gallbladder Disease in Children 


GALLBLADDER disease in children is uncommon and 
frequently is unrecognized for long periods because 
of its rarity, In a recent report, Glenn and Hill 
cited seven cases and described the characteristics 
of the disease in childhood. Since it is usually asso- 
ciated with acute systemic disease, such as hemo- 
lytic streptococcic septicemia, typhoid fever, or 
hereditary syphilis, a typical pain radiation of 
gallbladder disease is usually absent. 

Acute cholecystitis in adults following surgery of 
unrelated disease has been described, and the auth- 
ors believe that the causative factors of cholecystitis 
in operative and postoperative periods in adults are 
similar to those of acute cholecystitis complicating 
systemic disease in childhood. With decreased or 
absent food intake, dehydration, and consequent 
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biliary stasis, the gallbladder with latent disease and 
poor drainage becomes susceptible to hematogenous 
infection. 

Often the acute cholecystitis in a child is of sec- 
ondary importance in consideration of the systemic 
disease which it accompanies. However, surgical 
treatment in some cases will result in general im- 
provement of the entire disease process. 

Jaundice is common in childhood cholecystitis, 
reaching as high as 43 per cent, but unlike the 
adult disease, common duct stones are rarely the 
cause of jaundice. In children the jaundice is prob- 
ably due to common duct and periductal inflamma- 
tion, and cholelithiasis is unusual. 

Treatment of this disease in childhood, as in 
adult life, is cholecystectomy following proper prep- 
aration. Children tolerate the procedure well, and 
relief of symptoms usually follows. (Ann. Surg., 
139:302, 1954.) 


Mixture of Antibiotics 


ComBINATIONS of two or more chemotherapeutic 
agents are widely used in treatment of some dis- 
eases. Meanwhile trials of new combinations are 
being made. One such trial was made by Flippin 
and Eisenberg with a mixture of chlortetracycline, 
oxytetracycline, and chloramphenicol. They found 
that this mixture was superior to equivalent amounts 
of each ingredient when tested in vitro against a 
large number of strains of bacteria. They advocated 
“an open mind” regarding the clinical utility of 
the combination. (Am. J. M. Sc., 227:117, 1954.) 


Internal Injury Following Abdominal Trauma 


Jounston has called attention to the danger of in- 
jury to the intestine, mesentery, or biliary system 
following blunt abdominal trauma. He presented 
three cases in which such trauma caused peritonitis 
by (1) perforation of the bowel, (2) thrombosis of 
mesenteric vessels with secondary bowel perfora- 
tion, and (3) leakage of bile from the liver. 

The author pointed out that the development of 
gangrene of the small or large intestine, due to con- 
tusion of the intestinal wall or thrombosis of the 
mesenteric vessels, produces peritonitis, manifested 
by pain, localized tenderness, and rigidity. These 
signs become maximal over the affected portion of 
the abdomen. There may be no sign of external ab- 
dominal injury and, if the patient is unconscious or 
is in pain or shock due to other injuries, the ab- 
dominal condition may go unnoticed. A valuable 
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sign, however, is a marked drop in blood pressure 
that may occur in early peritonitis due to leakage 
from the intestine. The low pressure can be ele- 
vated quickly by the administration of sedation or 
intravenous fluids, and surgical treatment can then 
be carried out. 

The author stated that when serious doubt exists 
concerning any intra-abdominal trauma, an explor- 
atory laparotomy should not be postponed. This 
decision is not affected by the apparent well-being 
of the patient, which may mislead the surgeon in his 
evaluation. (Am. J. Surg., 87:390, 1954.) 


Esophageal Varices 


Parmer and Brick studied sixty patients having 
portal cirrhosis and esophageal varices, in an effort 
to ascertain whether or not there is a correlation 
between certain clinical signs of cirrhosis and the 
severity of varices. They found that the course of 
the varices was poorly correlated with such signs as 
changes in hepatomegaly, splenomegaly, and as- 
cites. They warned that, as far as varices are con- 
cerned, a sense of security cannot be drawn from an 
improving clinical situation. (Am. J. M. Sc., 227: 
149, 1954.) 


Fibrosarcoma After Irradiation 


ALTHOUGH it is rare for fibrous tissue to become so 
altered by irradiation as to form a malignant tumor, 
Petitt and his co-workers have reported four cases 
of fibrosarcoma developing after x-ray therapy. In 
all of the four, excessive and poorly conceived roent- 
gen-ray therapy had been given many years prev- 
iously. Irradiation fibromatosis blended into areas 
of fibrosarcoma, and the latter was’ of a low grade, 
peculiar in that it produced death by local infiltra- 
tion rather than by distant metastases. One case 
followed irradiation for cancer of the nose; another, 
for cancer of the lip; the third, for a questionable 
sarcoma of the neck; and the fourth, for retino- 
blastoma of the right eye. In all cases biopsies were 
taken. 

The authors recommended that, when irradiation 
fibromatosis is first recognized, it should be excised 
completely, together with all adjacent altered tis- 
sues. Such treatment will tend to prevent the devel- 
opment of multiple, focal areas of malignant de- 
generation. Once the diagnosis of fibrosarcoma has 
been confirmed, even more extensive procedures 
may be required with the sacrifice at times of vital 
structures. (Cancer, 7:149, 1954.) 
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Coccidioidomycosis 


The climatic requirements of Coccidioides immitis 
were outlined by Egeberg, as follows: 

1. Very hot summer weather. 

2. Mild winter weather. 

3. A period of precipitation during the year. 

4. A definite period each year of three or four or 

more months without precipitation. 

5. A soil which, together with sparse vegetation, 

is productive of much dust in the dry season. 

6. Winds to scatter the dust. 

These conditions are fulfilled in a number of 
places in the United States, as shown in the map 
above. Here coccidioidomycosis is endemic. (Am. J. 
M.Sc., 227 :268, 1954.) 


Traumatic Wet Lung 


A CLINICAL condition characterized by the accumu- 
lation of fluid in the tracheobronchial tree after 
trauma was recognized during World War II as the 
cause of severe morbidity and even death following 
chest injuries. Sanborn has described this condition 
fully. Essentially, following trauma to the chest, 
mucus, serum, blood, and aspirated mucopurulent 
material collect in the tracheobronchial tree. This 
fluid is not expectorated because of pain. It pro- 
duces dyspnea and cyanosis as well as the effects of 
anoxia. 

The anoxia may result in a failure of shock to re- 
spond to the usual resuscitative measures. Atelec- 
tasis and psychosis from cerebral anoxia also occur. 
The ideal treatment of this condition is preventative 
by the maintenance of a patent airway, forcing pa- 


tients to cough, supporting the chest for coughing, 
and relief of pain by intercostal and paravertebral 
nerve blocks. Aspiration of secretions by catheter or 
bronchoscope is also helpful, and tracheotomy may 
be indicated in some cases. Bronchoscopy enables 
the surgeon to view the tracheobronchial tree di- 
rectly, makes the patient cough, relieves atelec- 
tasis, and impresses him with the importance of 
coughing. Such supportive measures as aerosol, 
parenteral penicillin, and expectorants are also of 
value. (Am. J. Surg., 87:384, 1954.) 


Minor Closed Wounds 


IN AN interesting discussion of the author’s treat- 
ment of minor closed wounds, Swenson has de- 
scribed the use of hyaluronidase as an effective 
means of dispersing fluid collections. In contusions 
or bruises, when fluids collect under the skin, nee- 
dle aspiration is frequently sufficient. When it is 
not, hyaluronidase mixed with a small amount of 
normal saline is injected into the localized fluid. 
One per cent procaine solution added to the mix- 
ture will also produce local vasodilatation, with re- 
lief of pain. This aids in the dispersal of the fluid. 

In the treatment of sprains and strains, the author 
advises the use of a local anesthetic agent with hyal- 
uronidase, injected into the point of maximal ten- 
derness. If a long-acting local anesthetic agent is 
used, he states the return visits to the office often 
are not necessary. 

In separation of the supraspinatus tendon, local 
anesthesia is advised, and the author reports star- 
tling relief of spasm. In the treatment of minor frac- 
tures of the upper extremity, reduction under local 
anesthesia is possible in most instances. In the 
treatment of toe fractures, padding is placed be- 
tween the injured and adjacent toes, and an ad- 
hesive-tape splint placed over all. A metatarsal pad 
placed just proximal to the metatarsal head gives 
redistribution of weight bearing and allows walking 
without disturbing the factured toe. Fractured ribs 
are treated by adhesive strapping with local anes- 
thetic injections into the intercostal nerves. (Am. J. 
Surg., 87:384, 1954.) 


Battlefield Arterial Repair 


As a result of early primary repair of arterial injur- 
ies, the amputation rate during the Korean War 
was drastically reduced. Because of this experience, 
Jahnke and his co-workers recommended repair of 
arterial wounds wherever possible on the battle- 


GP ¢ Volume X, Number 1 


3 wal NEW 
ig 0 
oA 
: 
A 


field. Although other major wounds can be treated 
surgically days or weeks after the injury, arterial 
wounds must be treated within hours for success. 
Even in arterial injuries treated ten hours after in- 
jury, if the artery was successfully sutured, the am- 
putation rate in the Korean War was less than 25 
per cent, as compared with 36 per cent in previous 
wars when ligation of the artery was the routine 
procedure. 

The authors recommended excision of damaged 
portions of the artery with end-to-end anastomosis 
of the arterial ends rather than closure of arterial 
wounds. Using continuous 00000 braided arterial 
silk, transverse end-to-end anastomoses were per- 
formed. The authors stressed four points in the 
technical suturing of these vessels. (1) A classical 
incision should be used to expose the artery rather 
than relying upon the wound of entrance or exit of 
the missile. (2) An area of artery must be excised 
which extends beyond that obviously damaged. At 
least 1 cm. of additional normal vessel was removed 
from each end besides that portion of the artery 
obviously damaged. Histologically, sections of ap- 
parently normal vessel showed degeneration indi- 
cating areas in which thrombosis would have oc- 
curred had they not been excised. (3) End-to-end 
direct anastomosis by suturing is regarded as pref- 
erable to simple closure of the wound itself. (4) 
Complete avoidance of tension at the arterial suture 
line is essential, with avoidance of primary closure 
of the soft tissue wound. Late thrombosis is felt to 


result from tension or infection. (Am. J. Surg., 87: 
396, 1954.) 


Organ Replacement Therapy 


Tue grafting of organs in higher mammals can be 
achieved only under limited circumstances, accord- 
ing to a recent report by Gaillard. Such transplants 
can be successful only (a) when there are no im- 
portant differences between the chemical charac- 
teristics of the graft and host organism, (b) when the 
host is unable to react to such differences, or (c) 
when the graft can successfully protect itself against 
“attacks” of the host organism. For these reasons, 
autografts in adults have a distinct advantage over 
homografts. During the embryonic period, however, 
chemical individuality does not seem to exist or is 
very poorly developed and, therefore, homografts of 
embryonic tissues into adults seem possible. 

Since 1940, the author has developed a method 
of cultivation of parathyroid gland tissue from hu- 
man newborns which enables him to keep the organ 
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of typical structure intact for approximately one 
month. After culturing such tissue for ten to fifteen 
days in plasma from the future host, grafting was 
carried out in patients suffering from postoperative 
tetany. In seven of eighteen patients, varying in age 
from 16 to 36 years, he reported a complete func- 
tional replacement result. These patients have now 
been followed for four to twelve years. In nine 
patients over 36 years old, however, no positive re- 
sults could be observed. Consequently, the author 
stated that the grafting of cultivated parathyroid 
tissue must be considered possible only in young 


hosts. (J. internat. chir., 13:423, 1954.) 


Arachnoiditis After Myelography 


Hurreau and his associates have described three 
cases in which patients developed varying degrees 
of arachnoiditis following the use of iodized oil in 
myelography. In one, following the use of Pant- 
opaque in the spinal canal, the patient nine days 
later developed severe low back pain and pain in 
both legs with hypesthesia in both lower extremi- 
ties. A repeat myelogram was performed which re- 
vealed a complete block at the fourth lumbar seg- 
ment and the presence of two immovable collections 
of previously injected Pantopaque at the lumbosac- 
ral level. A laminectomy was performed which dem- 
onstrated a complete block at the fourth lumbar 
level. The cauda equina appeared asa rope-like mass 
of nerve roots without any cleavage lines and, in the 
center of this adhesive mass, was a cyst containing 
an oily material resembling Pantopaque. 

Another patient developed weakness of dorsal 
flexion, hypesthesia, and low back pain two years 
after the myelogram which had been followed by an 
operative removal of a herniated disc. A roentgeno- 
gram revealed disseminated globules of radiopaque 
material scattered throughout the subarachnoid 
space at the lumbosacral area. A laminectomy was 
performed which revealed a mass of connective 
tissue in the cauda equina from the lower margin of 
the fifth lumbar vertebra downward. Within the 
mass were many small cysts containing an oily sub- 
stance, presumably Lipiodol. 

The authors stated that there has been some 
evidence to indicate that various lots of iodized oil 
showed a varying tendency to irritate the tissues of 
human patients and experimental animals alike. A 
study of irritating lots of the material, however, has 
failed to demonstrate any difference from more 
benign samples in the tendency to provoke arach- 
noiditis. There may be variations of individual 
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susceptibility to the irritation produced by the 
radiopaque material. 

The use of iodized oils often produces immediate 
evidence of radiculitis and fever, but these signs 
and symptoms are transient. Nevertheless, they 
may obscure findings essential to the diagnosis of 
the underlying disease. Therefore, thorough ex- 
amination and consultation should be obtained 
before a myelogram is performed. 

The authors emphasized the importance of re- 
moving all radiopaque material from the spinal 
canal at the end of each myelogram. The needle 
should be left in place when the iodized oil is in- 
jected and the same needle used for removal of the 
material at the end of the procedure. (J. Bone & 
Joint Surg., 36A :393, 1954.) 


Streptomycin-Oxytetracycline in Tuberculosis 


Miter and his associates treated twenty patients 
with active pulmonary tuberculosis with 2 Gm. of 
streptomycin intramuscularly every third day and 
2 Gm. of oxytetracycline orally daily. Clinical and 
roentgenographic improvement paralleled that ob- 
served with intermittent streptomycin and oxytetra- 
cycline 5 Gm. daily. Undesirable reactions to 2 Gm. 
daily were milder, less persistent, and less frequent 
than with the 5-Gm. dose of oxytetracycline. (Am. 
Rev. Tuberc., 69:58, 1954.) 

Rothstein and Johnson administered oxytetra- 
cycline and streptomycin to eighty-one patients with 
pulmonary tubercuiosis over a four-month period. 
When oxytetracycline, 1 Gm. daily, was used, toxi- 
city was insignificant and patient acceptance was 
superior to that for PAS. X-ray changes and rates of 
sputum conversion were similar to those obtained 
with streptomycin and PAS. On the basis of their 
results, the authors suggest that for patients requir- 
ing streptomycin therapy and showing evidence of 
PAS intolerance, toxicity, or allergy, oxytetra- 
cycline, 1 Gm. daily, may be substituted for the 
daily PAS. Oxytetracycline and PAS are about 


equally effective in preventing or delaying the- 


emergence of streptomycin-resistant strains of 
tubercle bacilli. (Am. Rev. Tuberc., 69:65, 1954.) 


Histoplasmosis 


ALTHOUGH there is no characteristic x-ray appear- 
ance of the lesions of pulmonary histoplasmosis, 
pulmonary cavitation is a rare phenomenon in this 
disease. Peeples and Spence report a case of pul- 
monary histoplasmosis with cavitation. The authors 


indicate that when lesions of the chest are found 
which resemble tuberculosis, and when repeated 
examinations for tubercle bacilli are negative, ex- 
amination for fungi may be rewarding. The ex- 
amination should be made on fresh specimens of 
sputum, gastric contents, and bronchial washings, 
and should consist of a search of stained prepara- 
tions as well as culture for the intracellular parasite. 
A negative histoplasmin skin test cannot exclude 
the presence of histoplasmosis. (Am. Rev. Tuberc., 
69:111, 1954.) 


Chemotherapy of Tuberculosis 


Tue rEsuLTs of chemotherapy in 461 patients with 
tuberculosis have been reported by the United States 
Public Health Service Co-operative Investigation of 
Antimicrobial Therapy of Tuberculosis. The pa- 
tients were divided among five treatment regimens: 
3 mg. of isoniazid/kg. plus streptomycin; 3 mg. of 
isoniazid/kg. plus PAS; 10 mg. of isoniazid/kg. plus 
PAS; and 10 mg. of isoniazid/kg. plus streptomycin 
plus PAS. 

The therapeutic effect of the above regimens 
was measured by roentgenographic, clinical, and 
bacteriologic evaluation. 

This study indicates that isoniazid plus PAS is as 
effective as isoniazid plus streptomycin. Further- 
more, there was no evidence that the simultaneous 
use of all three drugs was superior to a combination 
of either isoniazid plus streptomycin or isoniazid 
plus PAS. There was also no evidence that the 
therapeutic efficacy of isoniazid was increased with 
increasing dosage. On the other hand, toxic reac- 
tions were frequent when isoniazid was given at a 
dose level of 10 mg./kg. (Am. Rev. Tuberc., 69:1, 
1954.) 


Creeping Eruption 


CREEPING eruption, also known as endemic cutane- 
ous helminthiasis and larva migrans, is found 
endemically in the coastal areas of the southeastern 
United States. Kalmon states that although it is 
usually recognized as a purely cutaneous disease, 
it may result in transient pulmonary infiltrations 
characteristic of Loeffler’s syndrome. The author 
reports one case which occurred in Oklahoma. 

The most likely explanation of the pulmonary 
infiltration is that the larvae, remaining subepi- 
dermal, elaborate an exotoxin which sensitizes the 
host, and the lung reacts as the shock tissue to the 
antigens. (Radiology, 62:222, 1954.) 
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Information Please 


Diagnosis of Uterine Cancer 


Q. How valuable is a negative Papanicolaou test in ruling out 
carcinoma of the fundus in a woman bleeding in the postmeno- 
pause period? 


A. Papanicolaou smears for the detection of car- 
cinoma of the corpus are not so reliable as smears 
for the discovery of carcinoma of the cervix, but 
smears obtained from the uterine cavity by aspira- 
tion are more reliable than vaginal or cervical 
smears. However, a woman may have a carcinoma 
of the corpus in spite of a negative Papanicalaou 
smear. In all cases where corpus carcinoma is sus- 
pected, a curettage should be done. 


Treatment of Rh-Negative Woman 


Q. Would you outline the proper procedures to follow in the 
treatment of the Rh-negative pregnant woman? 


A. The following procedures should be foliowed 
in the management of a pregnant Rh-negative 
woman: 

1. Her husband should be Rh tested—if he is 
negative, no further tests are necessary. 

2. If the husband is Rh-positive, an antibody 
screening test is done, preferably in the first 
trimester. 

3. If no antibody is found, rechecks should be 
made at the twenty-eighth and thirty-sixth weeks 
of pregnancy; there being no antibodies, no con- 
cern for the baby is necessary. 

4. If Rh antibodies are found during the preg- 
nancy, they should be followed-at monthly intervals 
for height of titers. 

5. When the titer reaches 1:16 or higher, the 
baby should be considered in danger. 
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6. Delivery should then be effected about two 
weeks prior to the estimated date of confinement. 

7. If the titer is 1:16 or higher, consideration 
should be given to the use of cortisone. 

8. This form of therapy should be controlled by 
the use of 17-ketosteroid and pregnanediol excre- 
tion studies on 24-hour urine samples. The dose 
of cortisone should be 25 mg. every 6 hr. initially, 
and increased to every 4 hr. if the hormone levels 
do not rise gradually. ; 

9. Preparations should be on hand for exchange 
transfusion of the baby at delivery. 


Symptoms of Hiatal Hernia 


Q. Arobust 50-year-old man has been having epigastric burning 
when he starts to eat. Antacids and antispasmodics give no relief. 
Recently, the discomfort has increased to a feeling of acute dis- 
tress or spasm with swallowing the first mouthful of any food. 
X-ray studies are negative except for “slight widening of the 
hiatal opening, with a small sliding type of hiatal hernia. The 
cardiac end of the phag ppears slightly narrowed and 
spastic, suggesting phagitis.” 

Please advise regarding treatment. 


A. This patient has symptoms commonly found 
with hiatal hernia and esophagitis. Not uncommon 
is the association of esophageal ulcer, often minute 
in size. For precise diagnosis, esophagoscopy is 
indicated. In any event the treatment is precisely 
similar to peptic ulcer—the use of small frequent 
feedings ; antacid ; sedative and antispasmodic medi- 
cation such as phenobarbital, belladonna, papa- 
verine; and a trial with autonomic-depressant drugs 
like Banthine, Pro-Banthine, or Prantal. In view of 
the fact that the patient experienced no relief from 
antacids or antispasmodics, trial of an autonomic- 


101 ; 


depressant is worth while. If there is not a good 
result after two weeks, esophagoscopy is indicated. 

I have seen the same syndrome associated with 
calculous cholecystitis, pancreatitis, duodenal di- 
verticuli, and even an undiagnosed appendicitis. 
These are often rebellious to antacid and antispas- 
modic therapy. For that reason a complete, thor- 
ough study of the entire digestive tract is in order. 


Managemen of Bladder Retention 


Q. A 31-year-old man with spina bifida and enuresis present 
since birth has chronic pyelonephritis with 2 plus albumin and 
NPN of 34 mg. His bladder became overdistended to 2,000 
cc. For the past month he has used an indwelling catheter. Is 
Furmethide of value in keeping the bladder contracted? Do you 
recommend suprapubic cystostomy if cystoscopy does not re- 
veal bladder neck obstruction, continued use of the indwelling 
catheter, or allowing the incontinence to persist? 


A. I would replace the inlying catheter with a 
suprapubic cystostomy and maintain it for two to 
three months in order to allow the bladder to con- 
tract and regain its tone. Decision as to whether 
there is obstruction at the vesical neck should be 
put off at that time, and transurethral resection 
should then be done if there is any evidence of 
obstruction, even questionable. After the post- 
operative reaction has subsided, the patient can be 
placed upon Furmethide, 5 to 10 milligrams four 
times daily, and the cystostomy tube clamped. If it 
is found that he can empty the bladder, the cystos- 
tomy tube can be removed. Before concluding that 
he cannot empty the bladder, Furmethide dosage 
should be increased to the point of tolerance 
(salivation, sweating, abdominal cramps) and trans- 
urethral resection should be repeated at least once 
before concluding that satisfactory micturition is 
impossible. Having made certain that this is the 
case, permanent cystostomy is probably the most 
convenient way of handling the problem, although 
the danger of repeated occurrence of vesical calculi 
is an ever present one. 


Digitalis Poisoning 


Q. Please give treatment of digitalis intoxication in a 2-year- 
old child. (The child took approximately 10 to 12 0.2-mg. 
Crystodigin tablets.) 


A. There is no specific antidote for digitalis poi- 
soning. The best that can be done in treating this 
child is to observe carefully for evidences of myo- 
cardial hyperirritability. This is usually manifested 
by the occurrence of multiple ectopic atrial or ventri- 
cal beats, or the onset of ventricular or atrial tachy- 


cardia. Repeated electrocardiograms would help to 
identify this or other evidences of cardiac toxicity. 
The use of procaine amide in doses of 50 to 100 mg. 
intramuscularly every two to four hours may be 
effective in reducing myocardial irritability and in 
preventing a fatal arrhythmia. 

Symptomatic treatment of gastrointestinal symp- 
toms of toxicity, with use of Dramamine for nausea 
and vomiting, may be helpful. It would be advisable 
to wash out the stomach and give a saline purge if 
treatment can be started very soon after ingestion. 

While the amount of digitalis ingested was not 
overwhelming, the need for close observation for a 
considerable period (one to two weeks) is particu- 
larly indicated in this case, because the drug used 
was digitoxin. This is the most slowly eliminated of 
all the digitalis substances. Evidences of toxicity are 
likely to be more persistent and cumulative with 
digitoxin preparations than with the more rapidly 
eliminated glycosides such as Digoxin. 


“Resistant” Otitis Media 


Q. Otitis media has been a problem the past year. The chil- 
dren's ears seem to respond fairly well to any type of treatment 
but nothing seems to cure them completely or prevent recurrence. 
Could you suggest treatment for resistant otitis media. 


A. Resistant otitis media implies: (1) inadequate 
or improper treatment of the acute phase, or (2) 
infection with resistant organism, or (3) unhealed 
infection of bone. In the acute infection, treatment 
with an antibiotic to which the organism is sensi- 
tive should continue for several days after the 
infection has completely subsided. If otitis media 
does not clear promptly, studies should be made of 
the nature of the causative organism, its sensitivity 
to available antibiotics. Treatment should then be 
adjusted accordingly. One should also look for 
evidence of mastoiditis. 


Available Printed Diets 


Q. Could you tell me the names and addresses of companies 
that print diets for different conditions and diseases? 


A. Here are some names and addresses of com- 
panies that supply forms for therapeutic diets: 

Diabetic Diets: Eli Lilly and Company, Indian- 
apolis 6, Indiana. 

Assorted: The Dietene Company, 3017 Fourth 
Avenue South, Minneapolis 8, Minnesota. 

Low Sodium Diets: American Heart Association, 
44 East 23rd Street, New York 10, New York 
(Manual—‘Food for Your Heart’’). 


GP e Volume X, Number 1 


> 
: 
¥ 
102 
4 


Business and Economics 


Ten Years of Surgical Practice 
in a Rural Hospital 


Details of a Plan for Providing Special Surgical Consultants for a Small Rural Hospital 


BY MEDICAL STAFF, GLENWOOD COMMUNITY HOSPITAL, GLENWOOD, MINNESOTA 


‘THE GENERAL PRACTITIONER in a small rural hospital 
has three choices in deciding how his patients 
should be treated surgically. First, he may refer the 
more major cases to a metropolitan area. Second, he 
may undertake a program that will bring specialized 
care to the rural area through the use of consulting 
surgeons. Third, he may attempt to do all but the 
most highly specialized procedures himself. This 
last course seems illogical in view of the high de- 
gree of surgical specialization and is inconsistent 
with the effort to give everyone the best possible 
surgical care. 

With the emphasis today on the decentralization 
of medical care, as evidenced by the nationwide 


hospital construction program, the trend is toward 
development of a program that will bring consulting 
surgeons to the rural area. Communities large 
enough to support a modern hospital, with com- 
plete facilities and services, are encouraged to build. 
Under this program new hospitals tn the rural areas 
are equipped to allow the performance of all but the 
most difficult surgical procedures. The people in 
these communities, through their contributions to 
building programs, have become aware of the hos- 
pital’s potentials and want to make the best use of 
them. 

Confronting the general practitioners who staff 
these new small hospitals are the questions as to 


Front and rear views of the Glenwood Community Hospital 
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whether or not consulting service should be 
adopted, and, if adopted, as to how the consulting 
surgeons may be used most effectively. The staff of 
the Glenwood Community Hospital was called upon 
to face this problem twelve years ago. Due chiefly to 
the thinking of certain members of the original 
group, the staff gradually adopted one particular 
method—that of bringing surgical consultants to 
the patients in the local community. 

Bringing the consultant to the patient instead of 


TABLE l. grouped according to final diagnosis. 


the patient to the consultant was an idea that 
aroused much local criticism. It was said that 
eventually people would require a specialist to per- 
form eyen the simplest procedures, leaving nothing 
for the family physicians. It was found, however, 
that by staying at home for hospitalization, patients 
saved themselves the cost of travel to other places 
and often avoided higher: hospital rates. Their 
worries were lessened by the presence of family and 
friends and a familiar environment. More and more 


Types of Operations performed during two five-year periods at Glenwood Hospital, 


1942- 
1947 


1947- 


Name of Operation 1952 


Name of Operation 


- Appendectomy, with 159 161 
Excision ovarian cyst 
Excision cyst of tube 
Incision and dr. ovarian cyst 
Salpingectomy 
Tubal ligation 
Circumcision 


— 


. Cholecystectomy, with 
Choledochotomy 
Choledocholithotomy 
Choledochostomy 
Liver biopsy 
Liver resection 

Choledocholithotomy 
Chal 
Ch lea. i A. A. +, 
Exploratory, with 
Excision of gallbladder stump 


. Hysterectomy 
Vaginal hysterectomy 
Myomectomy 
Cystocele, rectocele repair 
Salpingectomy, oophorectomy 

and Ip 2. 9 ph ot, 

Hysteropexy 
Cesarean 
ph ecy toot, 
Laparotomy 
Ligation of tube 
Repair and suspension 


wwl 
wu 
uans 


‘ecrom y 


. Transurethral resection with 
Vasectomy 
Vasectomy and lithotomy 
Suprapubic prostatectomy 


. Nephrectomy 
Exploratory of left kidney 


Cystolithotomy 
Cystotomy 
Ureterolithotomy 


| 


Totals 
(Continued in next column) 


7. Herniorrhaphy, elective 
Herniorrhaphy, strangulated 
Herniorrhaphy with 

Rectocele repair 

Excision tumor testes 

Ligation tube 

Orchidopexy 

Excision undescended testes 

Cordectomy, orchidectomy 

Excision ovarian cyst 

Transurethral resection 

Decompression bowel 
Excision cyst rd. ligament 
Exploratory 


8. Gastrectomy 
Closure peptic ulcer 
Gastroenterostomy 
Enterostomy 
Cecostomy 
Reduction of intussusception 
Colostomy 
Intestinal resection 
Exploratory laparotomy 
Closure fecal fistula 
Drain abscess, appendix 
Splenectomy 
Pyloromyotomy 
Diverticulectomy 
Incision and drainage, cyst 

of pancreas 


Removal of foreign body 


aod 


| Ow Do WH 


Excision of knee cartilage 
Excision of knee tumor 


Amputation of leg 


10. Mastectomy 
Excision of breast tumor 


ated 


11. Thyroidectomy 


Grand Total 
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1942-  1947- 
1947 1952 Total 
4 
1 
1 
| 1 6 
Hemorrhoidectomy 1 1 
Salpingo-oophorectomy 1 1 
1 
2 1 
1 
2 
-_ 1 1 
1 1 
Enterolysis 1 1 
Cholecystogastrostomy 1 1 
Cholecystoenterostomy 1 1 
: 4 33 20 53 9. Open reduction 
— | 
1 1 
1 1 
1 1 1 
6. 1 4 
3 4 
2 2 
; 480 558 1038 
4 104 


TABLE 


Major surgery at Glenwood Hospital over two five-year periods, 
1942-1947 and 1947-1952, by staff groups. 


1942-1947 


Name of Operation 


1947-1952 


Appendectomy 
Biliary Tract Surgery 
Pelvic Surgery 
Prostatectomy 
Kidney Surgery 
Other GU Surgery 
Herniorrhaphy 

. Gastrointestinal Surgery 
. Open Reduction 
Mastectomy 
Thyroidectomy 


— 


Total 


“ 


*Excluding surgeon operating 


patients came in for diagnosis and treatment as they 
became aware that expert help would be called 
whenever it was needed. 

As time went on, another important point became 
evident. As the local staff men worked with con- 
sulting specialists, they became familiar with many 
points of diagnosis, surgical procedures of choice, 
and the techniques of postoperative care. This 
knowledge was invaluable in preparation for more 
skillful management of the emergency case that de- 
mands immediate care, thus lending justification to 
this method of approach. 


TABLE 


The general modus operandi of the policy is 
briefly as follows: The Glenwood Hospital Staff 
members perform all surgery such as appendecto- 
mies, hemorrhoidectomies and herniorrhaphies. In 
addition, the local men perform all acute emergency 
procedures of the more major type. In this category 
fall such operations as Cesarean sections, emergency 
colostomies, or bowel resections. For the more 
major elective surgery, the staff secures the services 
of specialists who come to the hospital when called 
upon to do so. 

To assist in making this program run smoothly, 


Death and autopsies of the major Surgical cases at Glenwood Hospital 
for the two five-year periods, 1942-1947, and 1947-1952. 


1942-1947 
Died Autopsied 


Name of Operation 


1947-1952 


Appendectomy 
Biliary Tract Surgery 
. Pelvic Surgery 
Prostatectomy 
Kidney Surgery 
Other GU Surgery 
Herniorrhaphy 
Gastrointestinal Surgery 
Open Reduction 
Thyroidectomy 
Mastectomy 
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Num- Num- 
Oper- era- of Oper- Oper- of ee 
ations tions At- ations ations At- : 
by by tend- by by tend- 
At- Con- ing At- Con- ing a 
tend- sult- Staff 5- tend- sult- Staff 5- 10- a 
ing ing Pres- Year ing ing Pres- Year Year 
Po Staff Staff ent* Total Staff Staff ent* Total Total ; 
166 161 171 168 334 = 
71 4 177 99 170 
68 30 138 93 161 
35 23 22 57 i 
4 7 a 8 ; 
2 a 9 6 8 
79 64 81 78 157 
30 14 51 31 61 
os 10 36 32 46 
7 15 8 15 
a 26 17 21 
277. 199 8480 287 MM 734 558 1038 
Total Total 
Cases Died Autopsied Cases 
2 0 71 1 0 99 
1 68 2 1 93 
1 a 7 
2 6 4 
2 0 79 1 78 Es 
3 2 30 5 1 31 e 
14 32 
1 a 17 = 
1 7 8 
Total 9 2 480 12 2 558 = 
Per Cent 1.8 22 2 16.6 es 
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the staff attempts to employ well-trained laboratory 
personnel and engages the services of a competent 
roentgenologist who visits the hospital weekly to 
perform fluoroscopic studies and to interpret x- 
rays that have accumulated during the week. In 
addition, a close relationship with specialists in the 
larger centers is maintained so that particularly 
difficult diagnostic problem cases may be sent to 
them for consultation when necessary. 

The problem of anesthesia has been solved by the 
use of open drop ether anesthesia, spinal anesthesia, 
local anesthesia, and more recently thiopental 
sodium intravenously. In cases that require more 
difficult surgery, a trained anesthetist accompanies 
the surgeon from the metropolitan center. 

To the staff members, the consulting service is 
an in-service training aid and a stimulus to the use 
of thorough diagnostic methods. As they work 
closely with specialists, they find themselves also 
asking help of each other. It has become increasing- 
ly easy for the members to write regulations for 
themselves, to criticise each other in a constructive 
manner, and to make weekly staff meetings more 
valuable through the analysis of cases. They feel it 
improves the medical records. 

Since its organization in 1940, the staff of the 
twenty-six bed Glenwood Hospital has been com- 
prised of from four to eight general practitioners, 
and has functioned under rules and regulations laid 
down by the hospital board and staff. For slightly 
more than ten years then, board men (consulting 
surgeons) have come 120 miles to this hospital from 
Minneapolis to give consultant service in their 
specialties. They usually perform several proce- 
dures during the day, assisted by the general prac- 
titioners of the staff. Occasionally the consulting 
surgeon’s diagnosis does not agree with that of the 
local practitioners, in which case the specialist re- 
fuses to operate and other methods of treatment 
are advised. The fact that these same consulting 
men continue to return year after year is evidence 
that they are satisfied with this approach. 


The Measure of Success 


Though the staff feels that this approach to sur- 
gical cases has been very satisfactory, it realizes 
nevertheless, that the proof of success lies in the 
results of the treatment as indicated on the medical 
records. This article, therefore, represents an at- 
tempt to measure objectively the findings of a study 
of surgical cases cared for at the Glenwood Com- 
munity Hospital for the ten-year period beginning 


September 30, 1942, and ending September 30, 
1952. 

During the ten-year period, there were 11,523 
discharges from the hospital. Of this total, 1,038 (9 
per cent) were classified as major surgical cases. An 
arbitrary definition of major surgery was used, and 
the types of cases can be found in Table 1. The 
study was broken into two five-year periods so that 
trends resulting from the consulting service can be 
observed. From Table 1 it is evident that a wide va- 
riety of cases was treated over the ten-year period. 
The distribution of the different types of cases is not 
unusual. There is an obvious increase in the num- 
ber of open reductions, pelvic operations, thyroid- 
ectomies, and cholecystectomies performed in the 
second five-year period. 

Table 2 presents a comparison of the amount of 
work done by the consulting and attending staffs. 
It is interesting that the operations performed by 
attending men from one five-year period to the next 
increased slightly from 277 to 287, although the 
consulting surgeons also did more work. In the 
first five-year period, consultants performed 199 
procedures as compared with 271 in the second 
five-year period. Referring to pelvic surgery, at- 
tending men performed seven fewer such proce- 
dures, whereas the consulting surgeons doubled 
their work from thirty-one to sixty-three operations. 
Yet an analysis of the total surgery performed re- 
veals that the attending staff actually operated in 
more than 50 per cent of the cases. 

Full use has been made of the pathology labor- 
atory for tissue diagnosis in all major surgical cases. 
In all categories there has been excellent agreement 
of surgical and pathologic diagnosis. A figure of 10 
per cent of supposedly non-pathological appen- 
dices is well within usual experience. These cases 
receive careful scrutiny routinely as a part of our 
Tissue Committee procedure. 

A picture of the mortality and autopsy rates on 
major surgical cases in the hospital is presented in 
Table 3. A death rate of 2 per cent is low. Moreover, 
if the breakdown is carried further, not all of these 
cases can be classified as postoperative deaths, since 
some of them died well over ten days postoperative. 
The autopsy percentage of 17 is considered good for 
a small hospital with no resident pathologist. 

Tables were not set up for infections since the 
incidence of infections was almost nonexistent. 


The statistical material for this paper was compiled by 
Joanne Dow Waldron, R.R.L., Minnesota Department of 
Health. The Medical Staff of the Glenwood Community Hos- 
pital gratefully acknowledges her work. 


GP « Volume X, Number 1 


| 

a 


“Both labor representatives and doctors are trying hard 
to solve the same problems and are feeling equally frustrated.” 


Medical Care Costs Under Discussion 


BY MAC F. CAHAL, J.D. 


AMERICAN PEOPLE want two things, medically speak- 
ing. They want, first, some sort of health plan that 
will, without question, pay the catastrophic costs of 
major illness. And second, they want continuity in 
their doctor relationships—and that includes every- 
thing that the term “personal physician”’ implies. 

New York psychologist Ernest Dichter of the 
Institute for Research in Mass Motivations found 
this out when the California Medical Association 
retained him to talk with members of labor organiza- 
tions in an effort to discover what the medical needs 
and desires of the people really are. Rollen Water- 
son, formerly Executive Secretary of the Alameda- 
Contra Costa, California, Medical Association, dis- 
cussed Dr. Dichter’s findings in a recent talk before 
the Health and Welfare Conference of the Northern 
California American Federation of Labor. 

Mr. Waterson declared his conviction that what 
will eventually be done in American medical eco- 
nomics will not be determined either by medicine or 
by labor, but by the real needs and desires of the 
people served by the medical plans these groups 
evolve. 

And while people complain bitterly about costs 
of little illnesses, they do realize that coverage for 
small ailments leads to abuse and overutilization, 
and runs the cost up for everyone. They understand 
why there must be necessary deductions or some co- 
insurance on bigger costs that are subject to abuse, 
but they insist upon adequate coverage for the 
dreaded catastrophe. 

So, Mr. Waterson recommends application of 
sound insurance principles to what is an insurance 
problem—starting by insuring for the major illness 
instead of for the first sneeze. 

“Use deductions and co-insurance to prevent 
wasteful overutilization and abuse,” he said. “Give 
your people the real protection they need and want. 
Explain to them what you have done and why you 
have done it. Some will grumble, as is still the right 
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of all of us, but the majority will understand, accept, 
and wonder why you haven’t done it before. 
You’re wasting their money if you don’t. There'll 
be more in the paycheck if you reduce the health 
plan premium through the application of proved 
insurance methods.” 

When insurance payments don’t cover doctor 
bills for major sicknesses, people’s anger is directed 
more against the insurance company than against 
the doctor, Dr. Dichter found. The average person 
wants the doctor to be well compensated for what he 
does. And they go directly to the doctor for the 
figures. ‘What is a given medical or surgical pro- 
cedure worth, so we can insure against it?” they 
ask. 

The idea of being handed charity is anathema to 
the American workingman, Dr. Dichter discovered. 
He resents the implication that he’s not strong or 
resourceful enough to plan and pay his own way 
with pride and dignity. 

In Mr. Waterson’s words: “By the fruits of his 
own labor he wants to pay for insurance against the 
time when he might not be strong enough to be 
self-sufficient, and he is willing to deprive himself 
of other desirable things in order to do so. While 
he knows his employer picks up the check for his 
health plan, where this is the case, he still feels that 
this is an earned benefit—that he himself is paying 
the bill. When asked what he wants from his health 
insurance, he immediately responds: ‘I want the 
works, of course! Everything covered, so I don’t 
have to pay anything extra at any time.’ ” 


What Should the Doctor Earn? 


“Let’s look at a few of the imponderables with 
which they are struggling,” said Mr. Waterson. 
*“How much should a doctor expect to make, per 
hour or per day? What should be his standard of 


living, if he is successful? As good as the successful 
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businessman, industrialist, minister, contractor, 
plumber, movie actor, carpenter, or banker? Is 
the same procedure worth the same amount whether 
it is done by the professor or the beginner? Should 
the doctor in the high rent area of San Francisco 
charge the same fee as the doctor whose office is in 
his home in Angel’s Camp?” 

Other barriers exist to establishment of uniform 
fees, it was pointed out—the fact, for example, that 
some patients demand much more service than 
others. Although the medical profession hasn’t 
yet been able to add up all the imponderables and 
arrive at a system of fool-proof uniform fees, experi- 
ments are being made in that direction by many 
medical societies. 

In connection with people’s second demand—for 
continuity in their doctor relations—they want first 
of all to select their own doctor, it was found, and 
then to change him when they feel so inclined, to 
know that the doctor’s success hinges upon his 
ability to serve his patients well, rather than his 
ability to serve a third party. Mr. Waterson put it 
this way: “They want their personal physician as 
friend and counsellor and trusted guide in the 
frightening maze of modern medicine. They want 
no second- or third-quality care when their health 
and lives are at stake.” 

Both labor representatives and doctors are trying 
hard to solve the same problems and are feeling 
equally frustrated, Mr. Waterson told the group. 
He listed first the complaints of those who create 
and administer labor’s health and welfare plans. 

“You negotiate the money to buy a plan. Then 
you buy one. Then some of your members come 
storming in, saying your plan is no good because 
it didn’t cover this or that procedure, and paid 
only part of the doctor’s bill. Then you revise your 
schedule of indemnities upward, broaden the cov- 
erage, negotiate for more money from management, 
get it, and the same thing happens all over again. 
The more you cover, the more utilization you get. 
Doctors seem to order even more x-ray and labora- 


tory work, run up more office calls, keep patients 
in the hospital longer—and you’re right back where 
you started, in the soup. This has got to stop, you 
say. Either stop abuses and set up a reasonable fee 
schedule, to which you will adhere, or we'll go to 
Permanente, or set up our own closed-panel plan 
so we can pre-determine costs and thereby prepay 
them. Management says it has to stop, too. Emphat- 
ically.” 


Variance in Doctors’ Fees 


Labor has found that doctors’ fees for the same 
procedures vary widely, Mr. Waterson explained. 
But there’s no easy solution to that unequal pric- 
ing, for if the scale of indemnities is raised too high, 
the plan is paying more than the lowest medical 
and surgical fees; and if they don’t raise them, 
members complain because the plan doesn’t pay 
nearly enough. Labor asks medicine how much 
doctors’ services are really worth, so they can pre- 
pay according to what charges will actually be. And 
they warn doctors against overcharging and pricing 
them out of the market. They accuse doctors of 
abusing medical plans by seeing patients oftener 
and ordering more x-ray, laboratory work and hos- 
pitalization every time benefits are added to to meet 
previous increases in utilization. Thus the threat to 
stop abuses—or else. Labor insists that something 


be done. 


Short-cut Plans Offer Inferior Care 


There are short cuts to lower costs, Mr. Waterson 
explained, but most people don’t want the second- 
rate medical care provided for in closed panel plans. 
Conscientious doctors have left Permanente, he 
said, because they would not risk the dangers to 
the patients entailed in doing as many procedures 
as they were required to do in the time permitted 
them. ‘This incentive to cheapen and short-cut also 
results in substitution of low-salaried interns, doc- 
tors still in training, and even unlicensed doctors— 
substituting these for qualified physicians and sur- 
geons, often without the patient’s knowledge or 
consent,” he declared, contrasting this incentive to 
withhold and cheapen needed medical care with the 
financial incentive of the private physician to give 
care under prepayment plans that do not control 
him. 

“The patient knows that he needs to worry 
about these short-cut plans because they also profit 
when he is dissatisfied and seeks service elsewhere, 


“Blue Cross and the insurance companies write indemnity and stay in business.” 
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thereby saving the system the cost of providing 
service for which it already has been paid. Large 
numbers of Permanente covered patients each day 
pay their own personal physicians for service to 
which they are entitled under their closed-panel 
plans. You must add this enormous cost when you 
compare costs of indemnity and closed-panel plans. 
Free choice, then, is of interest to people for other 
reasons than the importance of having a personal 
physician. It is often an item of enormous individual 
cost—the cost of the premium plus the cost of the 
medical care.” 


Free Choice a Desideratum 


Mr. Waterson struck at the argument that most 
people don’t know the difference between a poor 
doctor and a good one, anyway, and that, therefore, 
free choice is not important to them. 

“I have suggested to Mr. Kaiser that he experi- 
ment with indemnifying people who are sick and 
scared and want to go back to their personal physi- 
cians; that he set them free without loss of all the 
protection for which they have paid. So far as I 
know, he has not done it. I have tried to explain 
how these people feel and how important it is not 
only to their peace of mind but to their recovery, 
to have just the doctor they want. . . . Blue Cross 
and the insurance companies write indemnity and 
stay in business. Why can’t Mr. Kaiser indemnify 
these frightened sick people who want to leave his 
doctors for the familiar, comforting assurance of 
the doctor they know? Are there too many of them? 
How many patients would he lose if he gave them 
their freedom? . . . Free choice is inefficient and 
expensive as compared to plans that apply indus- 
trial production methods and concepts to the care 
of the sick. But so is democracy inefficient, and ex- 
pensive.” 

The speaker described what some medical socie- 
ties are doing to meet the problem. A ‘Usual Fee” 
plan has been set up, under which a county medical 
society conducts a statistical study of fees actually 
being charged. The studies will make available av- 
erage, median and modal figures as a yardstick. 

Through these figures, the insuror can set up his 
indemnity for each procedure according to the per- 
centage of the total cost he wants to underwrite. 
The purchaser can evaluate indemnities in terms of 
what doctors are charging. 

When a person under such a plan goes to his 
doctor, he can ask, in advance of treatment, what 
the doctor’s fee is. 


“The maintenance of health and the art of healing is a matter 
of personal collaboration between the patient and his doctor.” 


If the fee is higher than the median figure and the 
patient is satisfied the doctor is worth more, that’s 
his business. But he is free to charge. Mr. Waterson 
feels that people should be educated to ask the doc- 
tor in advance what his fee will be. Under the Usual 
Fee plan, some county societies hold that the phy- 
sician should let the patient know in advance of 
treatment if his fee is higher than the median fee. 
Some have gone even further and declared that if 
the doctor doesn’t tell the patient in advance about 
a higher fee, and if the patient brings his complaint 
to the medical society, the society will rule that the 
patient should pay no more than the median figure. 


Controls Must Come from People 


In the matter of controls over medical plans and 
their functions, Mr. Waterson called for increased 
self-control. 

**T can assure you that, if a patient says her back 
still hurts, the doctor will keep her in the hospital 
an extra day. But don’t call that doctor-abuse. It is, 
in the last analysis, your abuse, if it is one at all, 
if your plan doesn’t give the patient an interest in 
getting out of the hospital. Don’t try to make her 
personal physician the policeman for your compre- 
hensive plan. The doctor is on the patient’s side, if 
there is any doubt, in any difficulty with you or 
anyone else. The patient’s back may really hurt. 
Only she knows. Incentive, not her doctor, will get 
her out of the hospital a day earlier if her back 
doesn’t really hurt. 

**As to comprehensive coverage,” concluded Mr. 
Waterson, “‘you can’t have it without more cost than 
you can stand, or more controls than your people 
will stomach. You can look for action and complete, 
honest cooperation from the medical societies. 
They'll be flexible and will compromise, but not 
with quality or the long-range public interest, as 
they see it. They'll work for solid improvement, a 
step at a time. But no short-cuts with sick people. 
And no panaceas. You know there aren’t any.” 
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Benefits of an Industrial Medical Program 


A Multiphasic Analysis in Human Relations 
at a Community Level 


BY E. P. LUONGO, M.D. 


Medical Director, General Petroleum Corporation, 
Los Angeles, California 


Last MONTH we discussed the various examinations 
in which we in industrial medicine participate. 
Perhaps the earliest of the several functions identi- 
fied with industrial medicine is the emergency 
treatment of industrial injuries. It once accounted 
for most of the effort in the field of industrial medi- 
cine and once was the source of most of the hostility 
of which that field was the unhappy heir. 

Today, this has changed. The emergency treat- 
ment of industrial injuries has faded into a lesser 
position of importance, and the hostility which it 
once engendered has largely dissipated. 

Years ago when management of a company evalu- 
ated its medical department, it was primarily on its 
ability to minimize the cost of medical care in those 
instances where the company had a legal and finan- 
cial responsibility for this care. This goal often was 
best achieved by part-time surgeons and nurses. In 
some instances this bandage wrapping, finger wrap- 
ping, and fracture setting service may have been 
provided by some employers on a mass production 
basis and in some instances, at cut-rate prices. In 
these unfortunate situations, the workman was fre- 
quently the victim and suffered many losses or in- 
equities, and the reputation of the field of industrial 
medicine suffered. Today we can happily say that 
these situations are rare or practically nonexistent. 


a tight-rope and balance relations between management, safety, insurance, union, family physician. 


The advent of preventive medical programs and 
accident prevention programs in large industry, 
especially in the oil industry, has developed safety, 
industrial hygiene and preventive engineering to a 
high level of performance. This has changed the 
whole picture so that occupational injuries and dis- 
eases now account for a very small portion of the 
total cost of illness to industry. In General Petro- 
leum we are proud of an outstanding safety pro- 


gram and record. The cooperation of medical, safe- 


ty, industrial hygiene personnel, and top manage- 
ment, has achieved savings in human suffering, in 
insurance loss, disability, and lost time, which are 
phenomenal. Many of our operations, including re- 
fineries, have proved to be safer than the home, 
field, or highway. 

Our cost for accidental injuries and occupational 
diseases are less than one-third the sick leave costs 
for non-occupational illness and injury. Nonetheless 
the nature and location of our oil refinery opera- 
tions still make it imperative, in the interest and 
welfare of our workmen, that emergency medical 
facilities be available at the plant. The workman 
who is injured in an oil refinery expects, and rightly 
so, to receive the finest emergency medical care as 
soon as possible and he looks to this company to 
bring him this benefit. His family is aware of some 
of the inherent hazards of his work and they too 
expect the company to have emergency care avail- 
able. In General Petroleum this care is given with 
the understanding that he will be sent to the near- 
est approved hospital for further treatment and also 
that we will make full use of the best specialists 
and consultants in the community, depending on 
the nature and extent of the disability. 

By furnishing prompt and efficient emergency 
treatment of industrial injuries and diseases at the 
plant we are able: 

1. To establish the fact of injury usually without 

controversy. 

2. To determine the nature and extent of injury 
or illness. 

3. To make necessary arrangements for referral 
to outside medical offices or hospitals for com- 
plete care. (In Washington state in accord- 
ance with the patient’s choice of physician.) 

4. To furnish a report to the state immediately. 

5. To arrange for immediate notification of the 
family in case of serious illness or injury. 
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6. To make necessary arrangements for differen- 
tial sick pay in case there will be lost time. 

7. To discuss with our Safety Department the 
cause of illness or injury so that it can be in- 
vestigated further and recommend measures 
immediately regarding prevention of future 
accidents or illness. 

8. To discuss with Industrial Relations the place- 
ment of the injured employee according to 
remaining physical capacity. 


All Injuries and Illnesses Reportable 


Under General Petroleum policy, all injuries and 
illnesses requiring treatment or observation beyond 
normal first aid are reportable. We have found by 
experience that delays in reporting illnesses or in- 
juries, either on the part of the supervisor or the 
employee, costs the company more in terms of pro- 
longed treatment, Workman’s Compensation, and 
permanent disability. We see no advantage, there- 
fore, according to our experience, in trying to limit 
the number of reportable “‘doctor” cases. In our 
large refinery at Torrance we found that there was 
a marked increase in reportable “doctor” cases 
when an in-plant medical program was established. 
However, we found also a marked decrease in in- 
surance costs. We do not feel, therefore, that there 
is any advantage to the employee or the company 
in purposely trying to make every possible case a 
simple first aid case when there is any likelihood of 
treatment or observation being necessary beyond 
one visit for normal first aid. In this connection, all 
injuries to the groin are reportable, as well as 99 
per cent of back strains, regardless of severity. This 
policy has been a protection to the employee and 
to the company. It has kept controversial cases 
to a minimum. It has reduced costs of treatment 
and permanent disability and has stimulated full 
acceptance of our program by the employee. 

In days when we had no in-plant medical pro- 
gram, the employee and the company suffered 
losses. Many injured employees with a “wait and 
see” attitude delayed reporting to outside physi- 
cians. Reports to the state were delayed, and it was 
frequently impossible for the Safety Department to 
get a complete investigation of circumstances sur- 
rounding the injury or illness. In a few instances 
workmen wandered on home with minor types of 
injuries and “rested” for days or weeks on sick 
leave. In those cases where the fact of injury or ill- 
ness and other circumstances could not be clearly 
established, it was very difficult for our outside 
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physicians to determine whether the employee’s 
complaint was compensable or not. 

Many of our outside physicians are also the pri- 
vate physicians to our employees. The controversy 
surrounding the case of delayed reported injury 
frequently caused these physicians much embar- 
rassment. In such situations there was always the 
hazard of the medical profession’s being discredited 
by the injured employee and his friends. This is es- 
pecially true if the employee must resort to filing a 
claim before an accident commission. In such claims, 
medical evidence is submitted by both sides and is 
often conflicting. 

With our present in-plant medical service at the 
refinery, claims before the Industrial Accident Com- 
mission, which were formerly rather frequent, have 
now become a rarity. With the in-plant medical 
service, prolonged disability, complications, and 
permanent disabilities have been reduced to a mini- 
mum. Any plant physician is in unique position in 
cases of occupational injury or disease. He fre- 
quently must walk a tight-rope and balance rela- 
tionships between management, safety, insurance, 
union, and family physician. Our results have been 
good, and besides benefiting the injured man and 
the company, place the medical profession in a more 
favorable light in the minds of our employees. 


Environmental Hygiene Increasing in Importance 


As the industrial field becomes more complex, 
and as the people in it become more accident-pre- 
vention minded, it has logically followed that the 
field of environmental hygiene is becoming increas- 
ingly important to the industrial physician. Here 
again the medical man’s special training enables 
him to bring benefits to the company, the employee 
and the community. New processes involving new 
chemicals are being developed every day to produce 
new and better products for the public. This is 
especially true in the oil industry where constant 
research is in progress to improve petroleum prod- 
ucts. This trend is indicative of economic health 
and brings benefits to the employee, company, and 
the general public. The refining of petroleum, how- 
ever, requires the vigilance of safety and industrial 
hygiene engineers and industrial physicians in order 
to protect the health of the employees as well as the 
consumer public. 

A modern refinery, operating properly, is a well 
closed system of pipes and tanks where crude oil is 
subject to heat and various catalytic reactions in 
order to produce different fractions or products 
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A private practitioner may unwittingly become a party to an unwarranted claim of occupational disease or injury. 


ranging from coke to high octane aviation gasoline. 
Some of the common chemical compounds used in 
the refining of crude petroleum are sulfuric acid, 
hydrofluoric acid, sulfuric dioxide, litharge, amor- 
phous alumina and silica clays, and various caustic 
solutions. These substances are used as catalysts in 
refining petroleum or in the treating of refined petro- 
leum in order to remove objectionable substances. 
In the process of refining, various gases are produced 
which can be detrimental to health if liberated in 
work areas in sufficient concentration. The most 
important of these is hydrogen sulphide. 

The elimination and control of occupational haz- 
ards, due to various gases, solvents and dusts, is a 
responsibility of the medical department working 
with other departments concerned in the corpora- 
tion. Through industrial hygiene measures these 
hazards usually remain under control. Occasionally, 
in the repair or maintenance of a unit, toxic gases 
or catalysts may escape in sufficient quantities 
to cause toxic effects through inhalation or skin 
contact, depending upon the chemical involved. 

There are special problems connected with the 
diagnosis and treatment of these exposures which 
require knowledge in chemistry and toxicology of 
the substances involved. For example, treatment of 
a hydrofluoric acid burn is different from that of 
any other burn encountered in medical practice be- 
cause of progressive penetration of the acid. The 
hydrous or the anhydrous form of acid may be in- 
volved. The hydrous burn frequently is a delayed 
reaction, whereas the anhydrous effects are immedi- 
ate, and blanching is apparent. First aid is extremely 
important and depends upon the location of the 


burn and the degree of penetration. The less severe 
types can be treated by a copious flushing of water 
saline or ammonia-solution, followed by the appli- 
cation of a special salve containing magnesium ox- 
ide, glycerine, and magnesium sulphate. Oil base 
ointments or salves as wound coverings are contra- 
indicated. Others with more penetration should be 
treated by removal of the superficial layer of the 
skin and this can be accomplished with sandpaper. 
Deeper burns, involving the corium, are treated 
either by infiltration with 10 per cent calcium glu- 
conate solution, by debridement, or more radical 
dissection of the tissues involved. 

This type of occupational injury is only one of 
the special problems we meet in the oil industry. 
We have a large number of solvents or petroleum 
fractions with which the workman may come in 
contact, which can be highly irritating to the skin of 
susceptible individuals and cause industrial derma- 
titis or, with chronic exposure, hyperkeratotic le- 
sions on face and hands. In this regard, supervision 
of personal hygiene is an important responsibility 
of the plant physician. 


Early Diagnosis and Treatment Urged 


A good plant physician knows the processes and 
chemicals involved and is in a position to diagnose 
and treat special types of occupational exposures 
with which the employee comes into contact. He is 
therefore in a position to bring the employee bene- 
fits of early diagnosis and treatment of occupational 
injuries and diseases. 

Due to the complexities of modern industrial 
processes a private practitioner may unwittingly 
become a party to an unwarranted claim of occupa- 
tional disease or injury. Employees occasionally 
make a diagnosis of occupational diseases on hear- 
say. Relatively few employees know all of the spe- 
cific occupational hazards in their working environ- 
ment. I have seen instances where an employee, on 
the basis of hearsay, has influenced a family doctor 
to make an unreasonable diagnosis of hydrogen 
sulphide gas inhalation poisoning. In this case it 
was later proven that the employee did not work 
anywhere near the alleged exposure to gas, and 
that his symptoms were due to coronary disease. 
In these cases we welcome inquiry from the private 
physician and are happy to discuss all possible 
health hazards to help make a diagnosis. In this 


GP ¢ Volume X, Number 1 


‘ 
je 
2 
\ 
\ 
\ 
At 


way, we frequently avoid embarrassment for the 
employee, the company, and the private physician. 

Another area of operation into which the indus- 
trial practitioner is being drawn is mental hygiene. 
We saw earlier that the employee whose wife threw 
dishes at him but missed is a potential emotional 
problem when he’s on the job. He is also a poten- 
tial accident and a potential source of poor morale 
and reduced job satisfaction to his fellow employees 
—or worse (if he be a supervisor) he may inflict his 
woes on his subordinates. Mental hygiene is becom- 
ing increasingly important to industry because of 
such potential losses. The industrial physician is 
frequently called upon by foremen and supervisors 
who see cases of employees showing evidence of 
emotional problems and reactions on the job. Coun- 
selling on emotional problems, both occupational 
and non-occupational, is not always feasible in a 
busy private office, and many of these cases are 
seen first in the industrial medical department. They 
do not necessarily call for a trained psychiatrist, but 
rather for a doctor who has been taught something 
of psychological and emotional reactions, who 
knows the temperament of the individual, the occu- 
pational situation, and who has time to talk to the 
individual. By spending some time listening to the 
employee, the industrial practitioner can frequently 
recognize home, family, and financial worries, as 
well as problems reiating to other employees and 
supervision. In recognizing the interplay of these 
stresses we frequently are able to help an individual 
gain an understanding or insight into his behavior. 

The good old ideal country doctor relationship 
consisted mainly in good two-way communications 
between the doctor and the patient. In a busy pri- 
vate office these communications may be difficult, 
especially in these days of over-specialization in 
medicine. Many industrial physicians are helping 
to held this gateway of communication open. In so 
doing, industrial medicine has brought benefits to 
the medical profession at local and national levels. 
On the whole, it has done an informal but effective 
job of human and public relations with the working 
man or woman, organized or unorganized, during 
these crucial years when the balance can be easily 
tipped toward state control of medicine. 

So here we have the elements of an industrial 
medical program, conceived and dedicated under 
the principle of beneficial service to the commun- 
ity, the employees and the employer. 
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Another area of operation into which the industrial physician is being drawn is mental hygiene. 


The program uses examinations as a tool to help 
place an employee in a job for which he is properly 
suited, to periodically evaluate the health status of 
the employee so that he may maintain and improve 
his health, and to safeguard the health and safety of 
others. 

The program must provide for the emergency 
treatment of illness and injury, and must seek to 
improve the environmental hygiene of the plant. 

The program must take advantage of the advan- 
tageous opportunities for advancing mental hy- 
giene and for helping identify mental and emotional 
problems of employees. 

Curative medicine for personal or non-occupa- 
tional illness is not the proper concern of manage- 
ment of this company, especially at a time when 
paternalism is looked upon as a possible stepping- 
stone to a loss of personal freedom. 


Insurance Plans Available Through Company 


The company does make available to employees 
voluntary types of insurance plans for medical and 
hospital care. Most large companies have such ar- 
rangements on either service or indemnity plans for 
medical and hospitalization coverage of its employ- 
ees. This coverage is furnished either through local 
physicians’ service plans or through commercial 
insurance carriers. Management’s main concern in 
medical and hospital insurance is to see that the 
employees are able to obtain some type of coverage 
which will best meet their needs. Private physicians 
have serious responsibility in seeing that these vol- 
untary Health Insurance Plans are not “‘worked to 
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death”. They represent the last chance for organ- 
ized medicine to prove that voluntary health insur- 
ance brings the right type of benefits to the majority 
of the people. If we fail in this we will have asked 
for socialization of medical care. 

To be effective, any industrial medical program 
must be implemented by health education through 
various media, such as literature, films, health talks, 
and articles in the house organ of the company. 
Various subjects, including nutrition, health haz- 
ards, physical fitness, communicable diseases, hob- 
bies or avocations, and first aid, are covered with a 
view to “selling” health benefits to the employees. 
Results of health education are poor unless we are 
able to penetrate Zone #1 of the reader’s or listen- 
er’s viewpoint; get his favorable attention and in- 
terest, arouse a desire, and then a decision to accept 
certain ideas related to positive health maintenance. 
Here again we must be guided by the principle that 
people think and act in what they feel are the best 
interests of themselves, their families, and/or others 
whose welfare they have at heart. Health education 
media must therefore have a strong appeal to the 
listener’s point of view; provide clear-cut benefits 
resulting from good quality health habits, and point 
out definite losses due to poor quality health habits. 

We have found that health education based on 
these principles brings results. For example, dur- 
ing the past few years we have emphasized in a 
General Petroleum health education program the 
relationship of overweight to health. We can actual- 
ly measure our results in pounds. We estimate that 
for the executive payroll alone there was a weight 
loss of 2,500 pounds over the two year period from 
January, 1952 to date. 

In the administration of an industrial medical 
program a system of confidential health records is 
essential. By keeping our medical information con- 
fidential we gain employee confidence, do a better 
job in preventive medicine, and thereby improve 
health and longevity. On the other hand, if there is 
unreasonable disclosure of confidential medical in- 
formation to management, supervision, or others, 
we bring about a loss of confidence in the medical 
program, hamper our efforts in obtaining good phy- 
sical examinations, and thereby cause a breakdown 
in preventive or constructive medical measures. 
Disabling illness and mortality rates would increase. 

For these reasons, maintaining confidential med- 
ical records, aside from considerations of medical 
ethics, is good policy and brings benefits to employ- 
ees in terms of better health and longer lives. The 
private physician benefits in feeling free to discuss 


a case with the plant physician in the certain know]- 
edge that his communication will be handled in a 
manner which will protect his ethical relationship 
with the patient. 


Summary 


The importance of teamwork between industrial 
physician and private practitioner has been dis- 
cussed and it has been shown that they have inter- 
ests in common in bringing healing benefits to the 
‘whole man” and the community. The industrial 
physician counsels and guides employees on mat- 
ters of health, and encourages them to seek prompt 
medical care when necessary from their private or 
family physician. In many instances, he is in a pos- 
ition to do this early enough to prevent disabling 
illness and economic loss. The private practitioner 
sees his patients more frequently and is able to 
make earlier diagnoses. 

The industrial physician can render valuable in- 
formation and assistance to the family physician 
where there is a question of occupational factors 
affecting the health of a patient. These factors may 
relate to either placement following illness, emo- 
tional problems on the job, or more specific occupa- 
tional hazards, such as toxic gases, fumes, dusts, or 
mists in the working environment. This assures 
early diagnosis, treatment, and return of the em- 
ployee to productive work. 

Through health education and counseling for 
emotional problems, the industrial physician at the 
plant assists in maintaining good communications 
between employees and the medical profession, and 
thereby strengthens public relations of the profes- 
sion. Health practices on the part of employees are 
improved and there is a greater demand for medical 
services for themselves and their families. Private 
physician-patient relationships are strengthened. 

There can be no question that benefits of a plant 
medical program go far beyond the walls of the 
plant, and these programs are making an ever-in- 
creasing contribution to the betterment of com- 
munity health standards. By establishing teamwork 
between the private and industrial physician, we 
bring the kind of benefits to people in a community 
which help to strengthen our defense against en- 
croachment by systems alien to our way of life. 


Dr. Luongo is medical director of the General Petroleum Cor- 
poration at Los Angeles. This is the second of a two-part article 
on the benefits of an industrial medical program, first of which 
appeared in the June GP. This material was originally pre- 
sented in a talk before the Whatcom County, Washington, 
Medical Society.—PUuBLISHER 
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FFM Takes Close Look at Health Service 


Five YEARS after its inception, the present British 
National Health Service has been assessed and found 
wanting in several basic aspects. The evaluation 
was made during the past six months by the Execu- 
tive Committee of the Fellowship for Freedom in 
Medicine, Ltd., and its memorandum is now pub- 
lished in pamphlet form. 

The Fellowship believes the fundamental defect 
in the structure of the National Health Service lies 
in its policy of basing the service on the hospital 
instead of on the family doctor. 

“We start from the basic view that medicine— 
i.e., the maintenance of health and the art of heal- 
ing—is a matter of personal collaboration between 
the patient and his doctor. The fundamental defect 
in the structure of the National Health Service lies 
in the policy that was adopted of basing the Service 
not on the family doctor but on an impersonal in- 
stitution, viz., the hospital, with its overload of ad- 
ministrative staff. This is not only bad medicine, 
it is bad economics. It is bad medicine because in 
the words of that eminent Chief Medical Officer of 
the Ministry of Health, Sir George Newman: “The 
foundation of a medical service is the General Prac- 
titioner. If he is competent, it is the first surety of 
success; if he is ineffective or ill-equipped, it must 
fail.’ This is how the FFM puts the matter. 

It is bad economics, the Fellowship feels, because 
the cost of attending to a patient in a hospital is 
much higher than that of giving him the same serv- 
ices in the doctor’s surgery or in his own home. 

Irresponsible use of the Service was encouraged 
by the Ministry of Health propaganda at the start of 
the N.H.S., it is charged. The fact that the Service 
is free has led to many irresponsible demands upon 
it, as has been shown by the fact that when a small 
charge was put on appliances, such as spectacles, 
the demand for them dropped sharply. 

The Fellowship feels that those who can afford 
to pay should make a substantial contribution to the 
cost of treatment. It recommends further that ex- 
cessive cost of pharmaceutical services could be 
considerably reduced if drugs necessary for the 
prevention and cure of serious illnesses were pro- 
vided free to all, but if other drugs and medicines 


“People desire continuity in their relations with their doctor. 
They want a personal physician.” 


were paid for by the consumer, on the principle 
of the Australian scheme. 

It is especially urged that all those who do not 
wish to make use of the National Health Service 
should be encouraged to assume responsibility for 
their own medical care. This would not only effect 
a great saving for the N.H.S., it would give it the 
stimulus of competition. 


General Practitioner Should Be Aided 


To raise the standard of medical care and at the 
same time lower costs, a general practitioner service 
higher in quality and more extensive in scope 
is urged. To effect this, it is suggested that general 
practitioners: 

1. Must have sufficient time to devote to each 
individual patient. 

2. Should be encouraged to maintain a high 
standard of work. 

3. Should be given recognition of the type of 
work done by a suitable method of remuneration. 

4. Should be given a separate payment for special 
items of service which otherwise could be given only 
at a hospital. 

5. Should be provided with general practice hos- 
pitals in which to look after those of their patients 
whose medical care lies within their scope. 

The Fellowship feels further that return of the 
right to buy and sell good will of medical practices 
would save the State a considerable sum of money, 
would lead to greater contentment in the profes- 
sion, and would act as an incentive for good and 
efficient work. 

So far as the hospital system is concerned at 
present, the Fellowship charges there is: 

1. Dissatisfaction among many of the doctors. 

2. Excessive centralization of administration by 
the Ministry of Health with lack of responsibility 
at the periphery. 

3. Much unnecessary work thrown on all depart- 
ments—work which should be undertaken by the 
general practitioner. 
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4. Much wasteful expenditure and difficulty re- 
sulting from ignoring the collective opinion of 
Medical Staff Committees. 


Too Much Red Tape Ups Costs 


Directives from the Ministry and unnecessary re- 
turns to the Ministry have necessitated a great in- 
crease in the administrative staffs which adds greatly 
to the cost, but nothing to the welfare of the pa- 
tients, it is declared. Hospital pay beds have now 
become so expensive that many who would wish to 
occupy them can no longer afford to do so, but 
have to accept free treatment in general wards. 

Essential reforms put forward by the Fellowship 
include the following: 

1. Delegation of much greater administrative re- 
sponsibility to the Hospital Management Commit- 
tees and House Committees. They should receive 
block grants on a system analogous to that used by 
the University Grants Committee. 

2. Those appointed to the Boards and Commit- 
tees of the Service should be selected because of the 
contribution they can make to the running of the 
hospitals and not because of political affiliations. 

3. The number of committees should be reduced 
and the Regional Hospital Boards used only for 
general coordination and planning. 

4. The medical profession should be encouraged 
to use hospitals for consultative purposes and 
should be given direct access to pathologic and 
x-ray departments whenever possible. 

5. The medical profession should be encouraged 
whenever possible to give advice through Medical 
Advisory Committees. 

6. General practitioners could, with advantage, 
be given hospital appointments on a sessional basis. 
Above all, the unification of the Health Service is 
urged, to avoid its present division into three 


“The National Health Service should be freed 
from political domination.” 
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“watertight” compartments, the Hospital and Spe- 
cialist Services, the General Medical Services, and 
the Local Health Authority Services. 


Fellowship Approves Some Services 


The Fellowship stresses its approval of such fea- 
tures of the present Health Service as: 

1. Extension of the benefits of National Health 
Insurance to the dependents of those with lower in- 
comes, as advocated by the profession since 1929. 

2. Relief to the middle income groups from the 
anxiety occasioned by the rising cost of modern 
methods of treatment and modern drugs. 

3. Provision of domiciliary consultative services 
and home helps. 

4. Provisions for rationalizing the hospital system 
by means of central planning (as distinct from cen- 
tral administration) ; and the attempt to extend the 
University influence to all hospitals. 

The Fellowship looks for financial saving and in- 
creased efficiency to result from: 

1. Making the general practitioner the pivot of 
the whole scheme by restoring his status and his in- 
terest in good work. 

2. Reducing the present excessive use of hos- 
pitals. 

3. Placing increased responsibility on the patient 
for his use of the Service. 

4. Freeing medicine from party politics. 

The Fellowship for Freedom in Medicine gives 
as its objectives the following: 

1. To free the National Health Service from 
political domination and thus to avoid its policy’s 
being influenced by fear of losing, or desire to win, 
votes at an election. 

2. To avoid the present excessive centralization 
of power at headquarters. 

3. To delegate administrative powers as far as 
possible to recognized bodies at the periphery, so 
that they can deal with the day to day working of 
the Service. 

4. To unify the three parts of the Service. 

5. To set up an advisory structure, largely pro- 
fessional in composition, which shall be available 
at all levels to advise on any matter concerning the 
Service. 

‘We hold that it is not sufficient to provide a 
National Health Service,” says the Fellowship for 
Freedom in Medicine. “We wish to assist the State 
to make available to the whole community all that 
is best in medicine, within the limits that the coun- 
try can afford.” 
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Business Problem Clinic 


FoR CONVENIENCE of physicians who want help in 
unsnarling problems connected with the business 
end of their practice, GP is starting here a business 
problem clinic. Send your questions in to the Busi- 
ness & Economics Department, GP, 406 West 34th 
Street, Kansas City, Missouri. We’ll call in qualified 
authorities, where necessary, to help us come up 
with the right answer to your special difficulty. 


Q. A doctor bought an interest in a partnership with a payment 
over the cost of capital assets for good will. He could not deduct 
this as an expense when his partner went into service. When a 


new agreement was drawn, the good will was again disallowed 
on the grounds that they had a continuing partnership and not a 
new one. Now another partner wishes to withdraw. How can 
this doctor avoid these tax consequences? 

A. Both the buyer and seller have to weigh the 
advantages tax-wise in any given sale. Good legal 
counsel should be consulted before signing any 
agreement. An allocation of the purchase price 
should be made as to equipment, furniture and fix- 
tures, buildings, lands, accounts receivable, drugs, 
good will, and even agreements not to compete. 
Sometimes it is better for the buyer to purchase 
individual partnership assets rather than a partner- 
ship interest. When you buy, purchase assets that 
can be depreciated or amortized. When you sell, do 
it in such a manner as to get capital gains treatment 
on your profit wherever possible. Sales of partner- 
ship interests or assets differ in each case, and the 
only way to keep from making mistakes is to have 
your attorney guide you through the transaction so 
that your interests are always protected. 


WHAT OTHERS ARE SAYING... 


May the Best Man Win 


County medical societies are becoming so in- 
creasingly important that being elected to an of- 
fice is no longer just an “honorary” thing. 

What qualifications would you consider when 
voting for your county society president? Cer- 
tainly such things as his ability to speak, organize, 
conduct a meeting, make decisions, get along with 
people, and general reputation are of prime con- 
sideration. 

Whether a general practitioner or specialist is 
elected to an office should be of secondary concern. 
All too often, however, this, or his hospital affil- 
iation, is the only consideration. Too many times 
we have heard: “I know Harry’s not much good, 
but after all, he is the only general practitioner 
running.” Voting for a general practitioner under 
these circumstances is a tragic mistake. First, be- 
cause he won’t be doing the best job that could be 
done, and second, because he may hurt the 


chances of a really qualified general practitioner 
getting elected to office in a following year. 

A few years ago most county medical societies 
were dominated by specialists. I don’t think that 
this was for any particular reason other than the 
fact that most general practitioners were just not 
showing the interest, or taking the time, to be- 
come active in county medical society affairs. 
Since the formation of the Academy, general 
practitioners are showing a much greater tend- 
ency to assume responsibility for county leader- 
ship—as evidenced by the 17 members who are 
currently serving as county society presidents. 
This proves there is no lack of talented leadership 
among the general practitioners. If a local group 
wants to sponsor a man, fine, but make sure his 
qualifications are such that you would vote for 
him even if he were a specialist. 

We have also seen cases where specialist or 
hospital groups have succeeded in electing a poor- 
ly qualified person over a better qualified general 
practitioner. Of course we resent this, but I don’t 
think it justifies our using the same shortsighted 
tactics. County societies are too important to the 
general welfare of all of us to elect anyone but the 
better man for the office—whether he be a general 
practitioner or specialist—Merun L. Newkirk, 
M.D., in California-Western Academy Monthly, 
March, 1954. 
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Trends and Events in the Nation’s Capital 


Supreme Court Rules on Medical Cases 


THE PROMINENT position which medical issues are 
occupying on the work calendars of Washington’s 
executive and legislative branches has obscured the 
fact that the third limb of the Federal triumvirate 
also has been concerning itself with this subject. 

Two cases considered in recent weeks by the 
United States Supreme Court are of more than 
passing interest to doctors of medicine. One dealt 
with the legality of suspending the license of a 
physician whose professional fitness was unchal- 
lenged but who had been convicted of contempt of a 
Congressional committee. The other was focused 
on the traditional patient-doctor relationship, 
specifically, the confidential status of records relat- 
ing to clinical care. 

In the former instance, there was a clear cut deci- 
sion. By a six to three decision, the highest tribunal 
rejected the appeal of Dr. Edward A. Barsky, a 
New York physician, whose license had been 
suspended for six months for his defiance of the 
House Committee on Un-American Activities. 

The majority held that the punishment meted by 
the New York Board of Regents was not unconsti- 
tutional, as Dr. Barsky claimed. But the vocal 
minority—Associate Justices Douglas, Frankfurter, 
and Black—each wrote a 
dissenting opinion con- 
tending that medical 
competence and political 
opinions should be kept 
apart and distinct. 

Justice Douglas wrote: 
“So far as I know, nothing 


in a man’s political beliefs disables him from setting 
broken bones.” 

The other case that was carried to the Supreme 
Court is even more meaningful to the general 
practitioner, who rarely encounters political com- 
plications but who is constantly cognizant of his 
responsibility to his patient. 

In November, 1952, in the course of an investiga- 
tion of income tax returns of Dr. Anthony J. Cin- 
cotta, a New York State physician, the Bureau of 
Internal Revenue directed a hospital in Fulton, 
N.Y., to prepare and turn over a list of the patients 
who had been Dr. Cincotta’s patients in the insti- 
tution between 1946 and 1950. When compliance 
was refused, a court order was obtained. 

Dr. Cincotta contended that even the transfer of 
names of his patients, notwithstanding the fact that 
diagnoses and other personal data remained un- 
disclosed, would be a violation of ethics. But the 
appeals court found to the contrary and he asked 
the U.S. Supreme Court to review the case. 

Legal briefs filed by his counsel and by the De- 
partment of Justice were considered by the Supreme 
Court but it declined to grant a writ of certiorari, 
permitting the appeals court’s ruling to stand. 

Dr. Cincotta’s argument was that disclosure of 
nothing but the names of his hospital patients for 
the four-year period might jeopardize their welfare 
and happiness, since they included persons who 
had borne children out of wedlock or undergone 
treatment for mental and venereal diseases. 

But the Supreme Court, in refusing to review the 
case, evidently attached greater weight to the 
government’s contention that the revenue bureau 
was interested solely in obtaining the patients’ 


Justice Douglas: “So far as I know, nothing in a man’s political 
beliefs disables him from setting broken bones.” 
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names and addresses—and none of their medical 
history—in order to question them “on matters 
pertaining to petitioner’s income tax liability for 
the years under investigation.” 

The government’s brief further pointed out that 
“the District Court carefully directed the hospital 
to take all precautions necessary against disclosure 
of privileged information.” 


Health Bills Face Congress In Closing Weeks 


In the closing weeks of a Congressional session. 
particularly in an election year, a “double time” 
legislative spurt is the usual thing. This year is no 
exception. A number of health bills undoubtedly 
will be caught up in the wave toward enactment but 
it is still conjectural what the ultimate result will be. 

Passage of the Administration-sponsored bill to 
broaden the Hill-Burton Act by providing Federal 
grants for nonprofit nursing homes, diagnostic 
centers, rehabilitation centers, and chronic hospitals 
is regarded as having better than an even chance. 

The White House and the Department of 
Health, Education and Welfare are exerting heroic 
efforts in behalf of their bill to establish Federal 
reinsurance of prepaid medical care coverage plans. 
However, the absence of enthusiasm for this type 
of program indicates that its only hope for enact- 
ment lies in its being linked—either in the same bill 
or through a companion bill—with a piece of legis- 


lation that will put the Federal government more 
tangibly behind group medical practice. 

In this regard, Henry J. Kaiser is frequently in 
Washington pushing for enactment of HR 7700, a 
bill which he conceived for the purpose of promot- 
ing growth of medical groups offering services 
through the prepayment principle. Recently he 
addressed members of the National Press Club, 
urging them to take to the people—through their 
syndicated columns and news articles—the case for 
Federal mortgage loan insurance to stimulate con- 
struction of hospitals and clinics. HR 7700 has 
that as its goal and is sponsored by Rep. Charles 
A. Wolverton (Republican, New Jersey), who is 
chairman of the House Committee on Interstate 
and Foreign Commerce. 

In matters of more specialized, but important, 
medical implications, Congress is considering a 
Department of Defense bill to standardize practices 
in provision of hospitalization and medical benefits 
for servicemen’s dependents; contributory life 
insurance for employes of the Federal government, 
and transfer of Indian health services from Interior 
Department to the Department of Health, Educa- 
tion and Welfare. 

Congress hopes to finish up by the end of July. 
Whether or not it succeeds, this: month is almost 
certain to witness a great deal of activity on Capitol 
Hill on reinsurance and other varieties of health 
legislation. 
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“We HEaRa lot of talk these days about our freedoms and our liberties, 
which, as former President Truman opines, are being threatened 
but are not in danger. Occasionally a voice is raised to remind us 
that liberties and freedoms imply duties and responsibilities. Usually 
before long it turns out that the writer or speaker is weaving a neat 
little argument to prove that the duties and responsibilities take the 
form of pressures toward conformity, and thus act as curbs on the 
liberties and freedoms. 

**What I want to express briefly is that conformity, in the sense of 
uncritical adherence to some established doctrine, is a deadening 
thing to the scientific and intellectual growth on which progress de- 
pends. This being so, we have not merely the freedom and the 
privilege of critical examination of the ideas and facts and interpre- 
tations put before us for our acceptance, we have a positive duty to 
exercise that privilege by active use of our critical faculties, a duty 
without the exercise of which we cannot be said to have discharged 
the responsibilities of democratic citizenship.”—E. U. Condon, 
Science, 119:227, 1954. 
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Che Practitioner’s Bookshel 


Amebiasis. By Ernest Carrol Faust, Ph.D. Pp. 168. Price, 
$4.75. Charles C Thomas, Springfield, Ill., 1954. 


Doctor Faust has packed into 120 pages most of the 
current and up-to-date information which the general 
practitioner would wish to know about amebiasis. Under 
the chapter on natural history of amebiasis and that on 
pathogenesis and pathology of amebiasis, the practi- 
tioner will find, easily accessible, the information which 
he often has to dig out of longer works on such matters 
as viability and infectability, variance of strains, food 
habits of people, susceptibility, and extra-intestinal 
problems. These are supported by ready references 
which will give the reader a source for further reading 
if he desires it. 

The section on the laboratory diagnosis of amebiasis 
is not only easily read and understood by the physician, 
but gives him in understandable language the tech- 
niques and the evaluation of techniques for diagnosis. 

The section on treatment, although brief, reviews the 
important drugs now being utilized. 

The preface to this volume states “it is timely that 
the problem of amebiasis should be reevaluated, to de- 
termine the extent of present-day factual information, 
and how this knowledge can be employed to safeguard 
the health of the individual and the community in 
which he lives.” This volume in a brief and concise 
fashion does give a comprehensive picture of the pres- 
ent-day clinical and health problems of amebiasis. The 
physician will not find in it an exhaustive discussion of 
the subject. He will find, readily available, the items of 
major importance he needs in his practice and in the 
evaluation of the relationship of his patients to the 
health status of the community. 


—W. A. Sopeman, M.D. 


The Chest, A Handbook of Roentgen Diagnosis. 2nd ed. By Leo 
G. Rigler, M.D. Pp. 380. Price, $8.00. Year Book Publish- 
ers, Inc., Chicago, 1954. 

This little volume should adorn the book shelves in 
every general practitioner’s library. It is an atlas of 
roentgen pathology of chest diseases and is designed 
not to be detailed but to serve as a source for rapid and 
brief reference. 
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The methods of examination are first discussed, in- 
cluding fluoroscopy, roentgenography and the appa- 
ratus required, bronchography, angiography, body sec- 
tion roentgenography and photofluorography. The nor- 
mal chest, its many variations, and normal broncho- 
grams are shown. 

The most common pathologic conditions of the bron- 
chi, lungs, mediastinum, and pleura are profusely and 
beautifully illustrated. Each illustration is clearly labeled 
and the legends include pertinent clinical data. The 
second edition contains many new illustrations. 

This book is invaluable as an introduction to the 
roentgen study of chest diseases. 

Karz, M.D. 


Roentgen Diagnosis of the Heart and Great Vessels. By Erich 
Zdansky, M.D. and Linn J. Boyd, M.D. Pp. 500. Price, 
$15.50. Grune and Stratton, New York, 1953. 


This is the first American edition of a book well 
known to German physicians and to most roentgenolo- 
gists. In a sense, this translation from the last German 
edition was made at the request of internists, cardiol- 
ogists, thoracic surgeons, physiologists, as well as 
roentgenologists to whom the original volume was not 
available. However, since the last German edition, four 
years ago, great advances have been made in the roent- 
gen study of diseases of the heart and great vessels. For 
this reason, the many contributions made by angio- 
cardiography, aortography, electrokymography, and 
tomography have been included in the present volume. 

At the outset the general techniques used in the 
roentgen diagnosis of diseases of the heart and great 
vessels are clearly discussed. There then follows a com- 
plete orientation of the normal anatomic relations of the 
heart and other mediastinal organs. Because this is vital 
for understanding the roentgen findings in disease 
states, this chapter records in great detail the normal 
heart and how it is influenced by age, sex, body habitus, 
position of the body and diaphragm, the effect of respira- 
tion, the introduction and loss of fluids, cardiac rate, 
and other factors. 

The section on enlargement of the various chambers 
of the heart is carefully planned and serves as an impor- 
tant background to the main body of the volume which 
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the realization of a hope... 


. . . for a satisfactory preparation in the management of hypercholesteremia 


Typical Response of a Hypercholesteremic Patient to 20 cc. of MONICHOL* Daily in Divided Doses** 
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The above graph demonstrates the effectiveness of MONICHOL in enhancing 
the stability of the serum lipid emulsion by: 4 normalizing elevated serum choles- 
terol levels, @ changing the character of the excess serum cholesterol to facilitate 
urinary excretion, and ® making the excess serum cholesterol more readily available 
for utilization by the adrenal cortex in steroid synthesis.** 


The sense of well-being experienced by patients on MONICHOL is attributed by 
the investigators** to better utilization of excess serum cholesterol by the adrenal 
cortex. MONICHOL is entirely non-toxic. 


The red portion of the graph shows that uninterrupted daily intake of MONICHOL is 
essential, because hypercholesteremia is probably due to an inborn error of metabolism. 
For on 9 and management of hypercholesteremia so frequently associated 
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is devoted to the roentgen diagnosis of diseases of the 
heart, pericardium and great vessels. 

The text is profusely illustrated with x-ray repro- 
ductions and carefully executed line drawings. The il- 
lustrations are not tonal reproductions of films, that is, 
the heart appears black instead of white. This may 
prove somewhat annoying to those accustomed to 
studying x-rays. Except for this minor objection this 
book can be highly recommended to general practition- 
ers as an authoritative guide to roentgenology of the 


heart. —Sot Karz, M.D. 


Office Orthopedics. 2nd ed. By Lewis Cozen, M.D. Pp. 304. 
Price, $5.50. Lea & Febiger, Philadelphia, 1953. 


This new and concise edition is a most valuable guide 
toe the practitioner and surgeon in diagnosis and treat- 
ment of office orthopedics. 

Section I adequately explains the use and method to 
be followed in the application of plaster and other types 
of splinting materials. Physical therapy is evaluated as 
to when, how, and what type to follow. The explanation 
of crutch gait is fine, and caution against too frequent 
use of diathermy is well advised. 

Section II gives a first-rate discourse on diagnosis and 
treatment of abnormalities of the foot. This is important 
because these conditions are frequently disregarded, or 
given only passing observation and care, by the average 


practitioner. Other abnormalities of the extremities, 
spine, and neck are discussed. It would be wise to in- 
clude “the shoulder-hand syndrome” in describing the 
types of painful shoulder. This syndrome, secondary to 
reflex dystrophy, is most frequently overlooked and 
when diagnosed early the response to stellate block and 
cortisone is very satisfactory. 

Section HI is a continuation of the pathologic condi- 
tions common to the musculoskeletal system. Condi- 
tions seen in children are well evaluated and explained. 
It would be well to suggest that scoliosis and kyphosis 
in children be referred to competent orthopedists rather 
than treated by inexperienced hands. Advice in exami- 
nation of cases for the Law Court should be most useful 
to many physicians. 

This volume is easily read, has a good index and 
bibliography, and will be found a quick and excellent 
reference for practicing physicians. 

—C. Stewart Giiimor, M.D. 


The Cutaneous Manifestations of Systemic Diseases. By John 
Godwin Downing, M.D. Pp. 146. Price, $4.25. Charles C 
Thomas, Springfield, Ill., 1954. 

This handbook is limited briefly to systemic diseases 
with a minimum of black and white plates to supple- 
ment the reading material. Various manifestations of 
nutritional disturbances, familial influences, blood dys- 
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PROTAMIDE FOR THE PATIENT 


SEEKING RELIEF FROM 
NERVE ROOT PAIN 


Wen the disturbing and painful symptoms 
of herpes zoster, or the stinging distress of neuritis 
brings the patient to you, quick relief is expected. 
Protamide helps solve this therapeutic problem 
by providing prompt and lasting relief in most 
cases. This has been established by published 
clinical studies, and on the valid test of patient- 
response to Protamide therapy in daily practice. 


iE URITIS (Sciatic—Intercostal—Facial) 

"In a recent study* of 104 patients, complete relief 
was obtained in 80.7% with Protamide. 49 were dis- 
charged as cured after 5 days of therapy with no sub- 
sequent relapse. (Without Protamide, the usual course 
of the type of neuritis in this series has been found to 
be three weeks to over two months.) 


Dosage: one 1.3 cc. ampul intramuscularly, daily for 
five to ten days. 


RPES ZOSTER A study* of fifty patients 


with Protamide therapy resulted in excellent or 
satisfactory response in 78%. (No patient who made 
a satisfactory recovery suffered from postherpetic 
neuralgia.) Thirty-one cases of herpes zoster were 
treated with Protamide in another study.* Good to 
excellent results were obtained in 28. 


Dosage: one 1.3 cc. ampul intramuscularly, daily for 
one to four or more days. 


* A folio of reprints of these studies will be sent on request. 
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crasias, the fungoides, and brief reference to hyper- 
sensitivity are discussed. 

Because of the brevity of printed material and lack of 
colored plates, the handbook has limited usefulness as 
a reference for general practitioners. The few case his- 
tories listed have little practical value in the absence of 
detailed laboratory facilities. 

The question of the response of the allergic dermati- 
tides to steroid therapy is raised, and the suggestion 
is made that our concepts of this group of diseases 
may be greatly altered in this light. 

The author has attempted to encourage the general 
practitioner to recognize the cutaneous manifestations 
of disease processes in the same light as that of any 
other organ of the body. If this is accomplished, the 
reader will be benefited by a perusal of the handbook. 
—KEnnETH Gtiover, M.D. 


Mechanisms of Urologic Disease. By David M. Davis, M.D. 
Pp. 156. Price, $4.50. W. B. Saunders Co., Philadelphia, 
1953. 


The text, Mechanisms of Urologic Disease, as compiled 
by David M. Davis, M.D., reveals a unique but efficient 
approach to a medical problem. It disregards the usual 
or anatomic approach in favor of the physiologic and 
pathologic changes in conductive function as related 
to the urinary tract. 


The reader is impressed with the significance of the 
term “urinary stasis,” as well as “obstruction,” as fac- 
tors predisposing to urinary diseases. The symptoms 
and also the requirements for their recognition, when 
treatments are considered, are carefully enumerated. 

One must not be hasty in reading this text, as its size 
is misleading. On page 124 under “‘Hematoma” which 
is a frequent occurrence both in hydrocele and vari- 
cocele surgery, the author states, “Let him who thinks 
of removal of the variococele or hydrocele as a slight 
minor operation, beware of this complication, that is, 
hematoma.” 

The chapter on catheterization may seem unneces- 
sary; however Davis has in a concise manner treated 
one of the most severely abused procedures in urology, 
and it would behoove even urologists to consider it 
carefully. 

We definitely recommend the careful and complete 
reading of the chapters on obstruction, infection, and 
stone formation. These are concerned with basic con- 
siderations required in the recognition and correction 
of a high percentage of urologic problems from infancy 
through old age, often encountered in general practice. 

There are many suggestions as to procedures, both 
diagnostic and therapeutic. For example, on page 140 
under intravenous urography in diagnosis, the author 
presents a simple procedure for determining the amount 
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Supplied: Tablets of %, 1 and 2 grains in bottles of 100 and 1000. 
Standardized equivalent to thyroid U.S.P. 


tKimble, S.T., and Stieglitz, E.J.: Geriatrics 7: 20, 1952. 
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IN THE 40’s AND 50’s 

“disease or body change is lurking in the background” + 
even though the individual may feel in good health. 

In this age group ““Mediatric’”’* will help prevent premature 
atrophic changes due to waning sex hormone function 

and inadequate nutrition. 


IN THE 60’s AND 70’s 

involutional changes become increasingly apparent as the 
body loses its ability to resist environmental stress. 
“Mediatric’* will aid the aging economy cope more 
successfully with three important stressors: gonadal hormone 
imbalance, dietary insufficiency, and emotional instability. 


IN THE 70’s AND 80's 

functional impairment is at its peak and, in most cases, 
is the end result of progressive disorders which had their 
onset in the forties. Patients treated with “Mediatric’* 
have responded with increased physical vigor, imp 
muscle tone, and better emotional balance. 


+Kountz, W. B.: J.A.M.A. 153:777 (Oct. 31) 1953. 
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A MILD ANTIDEPRESSANT .. . to promote a brighter mental outlook 
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of residual urine without the need of catheterization. 
Residual urine presents problems relative to the need 
of medical or surgical procedures so often encountered 
in general practice. 

Definitely this book is not to be considered as a com- 
plete textbook on urology. It can, however, be recom- 
mended to anyone encountering urology in general 
practice, as well as to urologists, since it presents a 
radically different approach from that of the usual 
textbook. —R. Lee Horrmann, M.D. 


The Digestive Tract in Roentgenology. 2nd ed. 2 vols. By Jacob 
Buckstein, M.D. Pp. 1,202. Price $30.00. J. B. Lippincott 
Company, Philadelphia, 1953. 


The first edition of this book has served as a standard 
for roentgenographic study of the gastrointestinal tract 
since 1948. This second edition elaborates on previous 
descriptions of pathologic processes, normal processes, 
and congenital variations from the normal. It is replete 
with illustrations; 1,534 illustrations of x-ray findings 
and pathologic specimens correlated with the roentgen 
findings are used. The normal roentgen findings are 
recorded and with unusual clarity a comparison is made 
with the abnormal. 

Volume No. 1 describes the upper gastrointestinal 
tract including the hypopharynx, esophagus, stomach, 
and duodenum. Volume No. 2 elaborates on the small 


and large intestine and associated structures below the 
diaphragm, the biliary tract, spleen, liver, and pancreas. 
The author is especially to be complimented for the 
thorough discussion of the often neglected small intes- 
tine. 

The author shows his caliber as a clinician and a 
teacher in the many case histories used to illustrate his 
roentgen problem. He has used his clinical information, 
pathologic data, gross and microscopic, and roentgen 
findings in a well-correlated manner to present the 
complete medical problem and its solution. 

The two-volume set of books is designed primarily 
for the specialist in roentgenology or the gastroenter- 
ologist. This does not make it any less valuable for the 
internist or general practitioner who finds it necessary 
to do some or all of his gastroenterology. It is perhaps 
of more value in this respect than the usual book on 
roentgen diagnosis of the gastrointestinal tract, since 
there is such a positive correlation between the clinical 
and the roentgen findings. Technical procedures gen- 
erally helpful in the assay and evaluation of abnormali- 
ties of the digestive tract are covered. 

The author leans heavily on the work of previous con- 
tributors to the field. In many instances he goes back to 
the original description of the disease entity that he is 
discussing. At the end of each section is a bibliography 
for those who care to pursue any point further. 


alll the alkaloids 


Whole-root Raudixin contains ALL the 
alkaloids of Rauwolfia serpentina. As it lowers 
blood pressure safely, gradually, Raudixin 
causes gentle sedation and usually improves 
sleep. Prescribe it in almost every type of 
hypertension, adding Vergitryl (veratrum) 
or other more potent agents if needed. 
Raudixin tends to augment and stabilize the 
effect of the stronger agents—makes 
smaller dosage possible. 50 mg. and 100 mg. 
coated tablets. Bottles of 100 and 1000. 


in hypertension 
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needed extra protein 


the patient 
will enjoy 


Protenum—the pleasant-tasting protein diet 
supplement—is a pleasure to prescribe because patients 
find that it is a pleasure to take. 


Delicious Protenum, with its chocolate flavor, is highly 
acceptable to patients of all ages, with meals or 

between meals. The finicky child, the convalescent, the 
pregnant woman, the geriatric patient—all welcome 
Protenum. Patients on therapeutic diets find that 
Protenum is an exceptionally easy way to 


ingest extra protein. 


One glass 1) of Protenum beverage (2 oz. Protenum powder and 5 oz. water) 


provides 24 Gm. of protein—as much as is contained in 4 eggs, QQOQO or 


4 oz. of sirloin steak, it; or 3 glasses of milk. DU 


PROTENUM 


The pleasant-tasting protein diet supplement 


MEAD) MEAD JOHNSON & COMPANY EVANSVILLE, INDIANA, U.S.A. 
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It is the opinion of this reviewer that he has never 
seen a book illustrated so beautifully with roentgen 
films. In no instance has an inferior film been selected 
for the illustration of a point. Obviously the author has 
tried to leave nothing to the imagination. Printing is 
superb on high quality paper. For the specialist or for 
the general practitioner who is interested in gastro- 
enterology, or who wishes to develop a greater interest, 


this book is one of the best. 


—GaLeN Tice, M.D. 


Pharmacology and Therapeutics. 2nd ed. By Arthur Grollman, 
M.D. Pp. 866. Price, $10.00. Lea & Febiger, Philadelphia, 
1954, 


The author’s statement in the preface to the first edi- 
tion that “‘a text in pharmacology should not be a mere 
handbook of therapeutics but should serve as a founda- 
tion for the rational and scientific use of drugs, without 
losing sight of the ultimate objective which is the appli- 
cation of drug therapy in disease,” and the preface to 
the second edition stating that “the general plan of the 
earlier edition has not been altered, since this has been 
found highly satisfactory for teaching purposes,” indi- 
cates the immense scope of this text, and at the same 
time provides the author’s cuncept of its place in med- 
ical literature. 

Here is a very readable text, suitable for use as a 


basic text for students, as a quick reference source for 
drugs, or as a refresher text for evaluation of modern 
therapeutics. Each chapter covers a family of drugs, in- 
dicating the pharmacology, the historical material where 
pertinent, the therapeutic use, the physiologic mode of 
action, and provides adequate references for source ma- 
terial. In addition to the usual drug families, there are 
chapters on general anesthetics; drugs stimulating 
structures innervated by cholinergic nerves; chemo- 
therapy; the antibiotics; the hormones and drugs act- 
ing on the endocrine organs; water and other non- 
metallic compounds; vaccines, sera and miscellaneous 
biologicals; and other subjects, including an excellent 
introductory chapter of general information. 

This book is definitely not written for the general 
practitioner, but does provide a quick, readable, factual 
reference for men who are constantly dealing in modern 
therapeutics. It is an excellent textbook for students of 
pharmacology. —Ge0orceE L. Tuorre, M.D. 


The Pathology of Trauma. 2n« ed. By Alan Richards Moritz, 
M.D. Pp. 414. Price, $8.50 Lea & Febiger, Philadelphia, 
1954. 


In the preface to this, the second edition of this ex- 
cellent work, the author states the reasons leading to 
the preparation of this edition; briefly, that any book 
dealing with applied science is soon obsolete and re- 
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In tension-anxiety states, consider 
premenstrual tension . . . when cramps, leg 
pains, nausea, irritability, insomnia, and 
edema appear regularly before menstruation. 
Evidence shows these symptoms are 
due to excess fluid balance—effectively 
reduced in 82% of cases with M-Minus 5.1 
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ReEvicaps is the unique prescription product 
which combines d-Amphetamine, methyl- 
cellulose, vitamins and minerals as an aid to 
weight reduction. 


REvIcaPs suppress appetite. 
RevicapPs elevate the mood. 


ReEvicapPs supply the vitamins and minerals 
needed for balanced nutrition. 
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quires revision, that much new information pertaining 
to injuries by mechanical violence was made available 
following studies of the casualties of the last war, and 
that some of the author’s views have changed in the 
light of enlarging experience. 

The plan of the book is sound and well outlined. 
Early chapters deal with mechanical injuries, trauma 
and infection, and trauma and tumors. Later chapters 
discuss in turn mechanical injuries of the different body 
systems. The last chapter on the medicolegal autopsy 
deals with general considerations in the making and re- 
porting of a medicolegal autopsy, whose format and 
findings must stand the scrutiny of grand jury or trial 
inspection. 

The subject of trauma is discussed from various an- 
gles, including the external means and forces applied, 
and their effects upon the various organs and systems 
of the body. The book is primarily concerned with the 
traumas of ordinary civilian life, although reference is 
frequently made to war wounds and the hazards of 
civilian defense. Throughout, the medicolegal side is 
stressed. The modern handling of the subject of shock, 
for example, with the results of animal experimentation 
and the glandular response of the adrenocortical hor- 
mones, illustrates how much recent research has been 
utilized in bringing this subject up to date. 

It is amazing, in a relatively short work of this type, 


that the author has been able to select so much usable 
material and present it in a scientific and yet very read- 
able manner for the physician to study or use for ref- 
erence. Not the least of the good features of this book 
are the excellent and informative illustrations. 

This is a book which any doctor might be proud to 
own and glad to use. It would especially be of great in- 
terest -to coroners and medical examiners, as well as to 
all pathologists. —Etton R. Crarxe, M.D. 


Clinical Medicine in General Practice. Edited by John Fry. Pp. 
436. Price 27s.6d. Messrs. J. & A. Churchill Ltd., Lon- 
don, England, 1954. 


The author, in his preface to this book, states that 
his purpose is not to show how an ideal practice should 
be conducted. This is, rather, a clinical study of com- 
mon conditions met in the general practice of medicine. 
In the presentation of the many ills encountered in gen- 
eral practice as outlined here, each disease entity is so 
lightly touched upon that the book leaves much to be 
desired as a guide in the practice of medicine. 

Of interest is the introduction, dealing with the evo- 
lution of general practice from the time of Babylon and 
Egypt to the National Health Service in Britain today. 
The first three chapters may be informative to the young 
practitioner about to enter on the stormy sea of medical 
practice in England under the National Health Service 
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— Send for, try —Seconesin samples. 


) MINEOLA, NEW YORK 


baie and hody to tense, anxious, nervous patients 
131 | 


DIRECT - RECORDING 
ELECTROCARDIOGRAPH 


@ precision recording 

@ simplicity of operation 

@ continuous visibility of the record 

@ no developing, darkroom or 
chemicals 


—functional gay ge to make elec- 
trocardiography ‘a simple office 
procedure.’ 


CORPORATION 
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and should be read by every practitioner of medicine 
in the United States to emphasize the freedom we enjoy 
in our method of practice. 

The book is intended for the student about to em- 
bark in medical practice and cannot be recommended as 
a guide to everyday practice, since each illness dis- 
cussed receives little more than symptomatic treatment. 
Textbooks on clinical medicine for the nursing profes- 
sion in this country cover the subject much better than 
this book. It is of little value to the general practitioner 
in this country, where many excellent books on medi- 
cine are available and more rewarding for the time con- 
sumed in their perusal. 

—Epwin R. Connors, M.D. 


ALSO RECEIVED 


Although GP endeavors to publish as many reviews of 
books as possible, space will not permit the review of all 
books received from publishers. 


1 Knew Sister Kenny. By Herbert J. Levine, M.D. Pp. 234. 
Price, $3.50. The Christopher Publishing House, Boston, 
1954. 

The Science Book of Wonder Drugs. By Donald G. Cooley. Pp. 
247. Price, $.35. Pocket Books, Inc., New York City, 1954. 


GP Quiz Answers 
Questions appear on pages 86-87 
Question No. Answer 

1. (1) GP January, page 39. 
2 (1) GP January, page 54. 
3 (2) GP January, page 94. 
4. (3) GP January, page 86. 
5. (2) GP February, page 57. 
6 (4) GP February, page 68. 
7 (1) GP February, page 81. 
8. (5) GP February, page 92. 
9. (5) GP March, page 66. 

10. (5) GP March, page 56. 

11. (3) GP March, page 60. 

12. (2) GP April, page 30. 

13. (3) GP April, page 38. 

14. (5) GP April, page 45. 

15. (4) GP April, page 55. 

16. (4) GP April, page 62. 

17. (5) GP April, page 71. 

18. (5) GP April, page 102. 

19. (2) GP May, page 32. 

20. (3) GP May, page 36. 

21. (3) GP February, page 56. 

22. (2) GP May, page 71. 

23. (5) GP June, page 79. 

24. (4) GP June, page 68. 

25. (4) GP May, page 38. 
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Academy Reports and News 


President Hildebrand Honored by Hometown as He Starts Busy Year as AAGP Leader 
Menasha, Wisconsin Celebration Leads Off Full Speaking Schedule 


MenasHa, Wisconsin colleagues and friends of Dr. 
William B. Hildebrand honored him as the Acad- 
emy’s new president with a testimonial dinner May 
11. Many out-of-state associates of Dr. Hildebrand 
also attended the dinner. 

Since his installation as president, Dr. Hilde- 
brand has had a pressing schedule of public ap- 
pearances and speaking engagements. 

Early this month he represented the Academy 
at a dedication of the Beaumont Memorial at Macki- 
nac Island in a ceremony sponsored by the Michi- 


President W. B. Hildebrand 
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gan State Medical Society. He will appear at a 
symposium in Salt Lake City on September 9 and 
10, and later—on the 28th—he will address the 
South Carolina chapter of the A.A.G.P. at its an- 
nual meeting in Columbia. 

Dr. Hildebrand will be a special guest on October 
20 at the Georgia chapter’s annual meeting. On 
November 1 he will be in Excelsior Springs, Mo. 
where he will speak at the hundredth anniversary of 
the Clay County (Missouri) Medical Society. Later 
in November he will be a featured speaker at the an- 
nual meeting of the Wisconsin chapter. 

Earlier engagements which followed closely after 
his installation in Cleveland included addressing a 
Wisconsin woman’s club on ‘What the Family Doc- 
tor Can Do in the Way of Sex Education in Children 
and Young People.” He attended the annual meet- 
ing of the Industrial Medical Association in Chicago 
April 26-27. 

In Oshkosh, Wis. he spoke to the Wisconsin State 
Convention of Parent Teachers and on June 1 he 
was a speaker at a symposium in Wausau, Wis. 


College of General Practice of Canada 
Officially Launched 


Tue College of General Practice of Canada was of- 
ficially launched June 17 in Vancouver during the 
annual convention of the Canadian Medical Asso- 
ciation. 

With headquarters in Toronto, the new college 
started functioning on March 1 with Dr. Victor 
Johnston as its executive director. It is the result of 
five years’ study by general practitioners of the 
Canadian Medical Association. The college is in- 
dependent of the C.M.A. and of the Royal College 
of Physicians and Surgeons of Canada. 
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Dr. William B. Hildebrand of Menasha, Wis., 
president of the A.A.G.P., was invited to represent 
the Academy at the June meeting. 

The Canadian College of General Practice is 
committed to an education program and a goal of 
assistance to general practitioners and co-operation 
with other medical groups. 

Any province in Canada having twenty-five mem- 
bers of the college may make provision to the Board 
of Representatives for permission to form a pro- 
vincial chapter. 

In order to maintain membership in the college, 
members must maintain 100 hours of postgraduate 
study each two-year period. A minimum of 25 
hours of this must be for attendance at formal medi- 
cal scientific meetings, and a minimum of 25 hours 
must be for attendance at planned postgraduate 
courses. 

Credits toward the other 50 hours will be given 
for hospital rounds, medical papers submitted or 
published, planned reading courses, book reviews, 
and case-history reports submitted for publication. 

Active members will pay an initial fee of $30 
for the first year and then $15 per year thereafter. 
Neither honorary nor associate members may vote 
or hold office. 

Early this spring the second annual meeting of 
the British Columbia Section of General Practice of 
the C.M.A. was held in Harrison, B. C. 


Drs. Heron and Truman To Represent AAGP 
At World Medical Meeting in Rome 


Orriciat delegates representing the A.A.G.P. Sep- 
tember 26—October 2 at the Eighth General As- 
sembly of World Medical Association in Rome will 
be Dr. Ivan C. Heron of San Francisco, chairman of 
the Academy’s Board of Directors, and former 
A.A.G.P. president, Dr. Stanley R. Truman of 
Oakland, Calif. 

Each delegate will pay his own expenses. Other 
Academy members may be named observers to the 
meeting by the Board of Directors. 

The World Medical Association, representing 
700,000 physicians in forty-six national medical as- 
sociations, has announced that plans are under way 
to establish an International Committee on Occupa- 
tional Health Services for the benefit of industrial 
workers everywhere. 

Dr. Louis H. Bauer of New York, secretary gen- 
eral of the W.M.A., says the international commit- 
tee will be made up of physicians who are members 
of the association. 
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“HANDS AWAY!” 


... an order frequently 
repeated to the patient 
with pruritus, urticaria, 
contact dermatitis or 
multiple insect bites — 
but an order which 
can be gratefully 
followed when — 


CREAM 


CHLORCYCLIZINE HYDROCHLORIDE 


. . . is the choice of the clinician for topical antihistamine therapy. 


provides prompt relief through a local 
anesthetic action 


provides prolonged relief through 
local counteraction of histamine 


minimal index of sensitization 


prepared in a cosmetic-type, non-greasy, 
cream base 
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“Through such a program,” Dr. Bauer adds, 
“the medical practitioner everywhere—individually 
and through his professional organizations—can 
understand more clearly the health problems of the 
worker and his employer.” 


Blue Shield Meets 50 Per Cent 
Of “Prolonged Absence” Medical Costs 


Biue Cross and Blue Shield are meeting more than 
50 per cent of medical care costs in prolonged ab- 
sences from employment, according to a study made 
by the Research Council for Economic Security. 
The report was made by Dr. Leon Werch, director 
of research for the council. 

A “prolonged absence” is defined as one of four 
consecutive weeks or longer. In his report, Mr. 
Werch said: 

“Of the prolonged absences studied, the cost for 
medical care amounted to more than $300 each for 
half the expenses. The extent and effectiveness of 
Blue Cross and Blue Shield Plans in meeting these 
costs is indicated when only 17 per cent of cases 
covered by Blue Cross and Blue Shield were left 
with a net cost of more than $300, while 53.5 per 


cent of the cases had net costs of less than $100,” 
The study, taken primarily from manufacturing 
industries, covered 22,778 employees who fell into 
the council’s definition of prolonged absenteeism. 
Blue Shield Plans in the United States, its terri- 
tories, and Canada now protect 29 million persons 
against the cost of medical and surgical care. 


Qualified Medical School Applicants 
Decrease for Fourth Consecutive Year 


THE NUMBER of applicants for admission to medical 
schools has decreased for the fourth consecutive 
year according to a report in The Journal of Medical 
Education, official publication of the Association 
of American Medical Colleges. 

However, approved medical schools are now 
accepting their largest freshman classes—totaling 
almost 7,500 students. The freshman class for 1953- 
54 had some 2,085 fewer applicants than the pre- 
vious year’s class, and almost 10,000 fewer indivi- 
duals are making application now than they did in 
1949-50 when the GI Bill was in full force. 

It was pointed out that there are still more in- 
dividuals seeking admission to medical schools than 


AN EFFECTIVE TRANQUILIZER-ANTIHYPERTENSIVE, 
ESPECIALLY IN MILD, LABILE ESSENTIAL HYPERTENSION... 


(RESERPINE 


erystalline alkaloid of rauwolfia root 


Virtually every patient with abe 
tension can benefit from the tranquilizing, 
nd mild antihypertensive effects of Ser 
Mg. per mg., Serpasil has a therapeutic 
effectiveness ratio*of approximately 
1000 to 1 compared with the whol 
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When carefree eating leads to diarrhea... 


CREMOSUXIDINE. 


SULFASUXIDINE® SUSPENSION WITH PECTIN AND KAOLIN 


Food contamination is common when the weather turns —to inactivate toxins and, (3) kaolin—to adsorb intestinal 
warmer—may bring diarrhea to your unsuspecting patients. irritants and restore stools to normal consistency. 

With palatable CREMOSUXIDINE, you have an exceptionally Quick Information: Average adult dose is 11% to 2 table 
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rhea: (1) ‘Sulfasuxidine’—for bacteriostatic action, (2) pectin Supplied in Spasaver® bottles of 16 fi. oz. 
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can be accepted, but many of them are not qualified 
for the long hard grind of medical school. The 
average applicant applies to several schools. Figures 
show that 23 per cent of this year’s applicants had 
sought admission to medical school the year before 
and were repeating, while the comparable figures 
for the preceding year was 31 per cent. Thus not 
only are there fewer students applying, but fewer 
students are willing to continue applying after hav- 
ing once failed to gain an acceptance to a medical 
school. 

Dr. Clarke W. Wescoe, dean of the University of 
Kansas School of Medicine, reported recently on 
how the lack of qualified applicants is affecting 
medical schools. He said that for the first time the 
K.U. medical school lacks qualified applicants for 
the student body. This year the freshman class 
could not be filled and it appears next year may be 


even worse. 
He pointed out that this problem, though serious 
in Kansas, is more acute in many other locations. 


Dr. Wescoe suggested that this may be an after- 
math of the depression and the years during which 
the national birth rate was low. In five years or so 
this situation should be relieved. 
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“For the Family Doctor” 
“The late Kentucky humorist, Irvin S. Cobb, dis- 


covered, when having some internal plumbing re- 
paired, how specialized the field of medicine had 
become. One specialist for this disorder, another for 
that organ. And Cobb told his story in 1916, when 
he published his best-seller, Speaking of Operations. 

“Since then, of course, specialization has pro- 
ceeded apace, as tremendous advances have been 
made in medical research and knowledge. 

“In such an age, there may be a tendency for 
writers and readers to take for granted the general 
practitioner. As we hear about new ‘wonder’ drugs, 
the result of extensive research by medical scien- 
tists, or about ‘miracle’ brain or heart operations by 
surgeons, we build an aura of romance and of super- 
knowledge about these specialists. Which is fine, 
for they deserve it. But we may thereby make the 
mistake of slipping up in our appreciation of the 
‘family doctor.’ 

“It is he who gets the telephone calls in incle- 
ment weather or in sleeping hours, to make house 
calls because little Joey has the croup or an elderly 
patient has suffered a stroke. 
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PRESSURE BANDAGE 


1f NULAST Bandages are not avaiiable 


in your community, write direct to 


DUNCAN C. McLINTOCK CO., INC. 
HACKENSACK, NEW JERSEY 


Distributors 


The lightweight fabric in NULAST* is interwoven 
with ultrafine rubber threads to secure the 
utmost in controlled elasticity, without oppressive 
weight or restriction of movement. A close-row, 
open-mesh weave assures firm support and 
desirable ventilation. The NULAST bandage is 
truly designed for dependable support 

plus maximum relief. 


Available in widths of 2, 2-1/2, 3, 4, and 6 in., 
all 5-1/2 yds. long (stretched). 


*The word nutast is a registered trademark of Coats & Clark Inc., 
makers of Coats & Clark’s O.N.T. thread. 
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“It is he who must know all the symptoms of 
serious diseases and ailments, to avoid mistakes or 
delays in getting the afflicted to a hospital. 

‘Even in a world of specialization, he looks after 
the health of many expectant mothers and brings 
many children into the world. He gives confidence 
to those who need it, advice to those who seek it, 
and consolation to those whose beloved ones are 
beyond medical skill. 

‘And he must keep up with the latest discover- 
ies and techniques of the specialists, for these de- 
velopments may come into common use next year. 

‘Cleveland is host this week to nearly 3,000 doc- 
tors at the annual assembly of the American Acad- 
emy of General Practice. . . . 

*‘We are proud to salute the general practitioners 
and we hope their stay here will be pleasant and 
valuable.”—Editorial reprinted from the March 22 
edition of the Cleveland Plaindealer. 


Post-Assembly Meeting a Stimulus 
To Form Chapter in Puerto Rico 


Fottowinc the post-Assembly scientific meeting 
which was held in Puerto Rico this year plans got 


under way to establish a chapter of the Academy in 
Puerto Rico. 

Enthusiasm for the idea blossomed during the 
meeting when thirty-two physicians gathered in 
Puerto Rico for the post-Assembly program which 
was on cancer. 

Nineteen of the group were members of the 
American Academy of General Practice—fourteen 
from the continent and five from Puerto Rico. 

Dr. Hernandez Morales, president of the Puerto 
Rico Medical Association, and Dr. A. Ferrer, As- 
sistant Commissioner of Health of Puerto Rico, 
welcomed the post-Assembly guests. 


State Chapter Registration Totals 
At Cleveland Assembly Are Released 


A REcorRD physician registration of 2,853 at the 
A.A.G.P.’s Sixth Annual Scientific Assembly in 
Cleveland reveals an interesting attendance distri- 
bution from state chapters. 

A listing of daily totals also shows that on Sun- 
day 392 physicians registered; 1,080 on Monday; 
629 on Tuesday; Wednesday, 606; and 146 on 
Thursday making up the 2,853 total. 


for pernicious anemia 
and all treatable anemias 


Vitamin B,, « Iron « C « Stomach « Folic Acid « Purified Intrinsic Factor Concentrate 


a new and potent oral hematinic one capsule daily meets the needs of the average patient 


F Purified Intrinsic ‘errous Sulfate 
Factor Concentrate ...... 10 mg. 400 mg. 
ietic fi 30 mcgm. Ascorbic Acid (C)......... 150 mg. 
hemopo actors: 1 Powdered Stomach ........ 200 mg. Folic Acid................ 4 mg. 
LEDERLE LABORATORIES DIVISION Gpanamid company Pearl River, N.Y. 
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MAKES 
DIFFERENCE 


IN LOW SODIUM DIETS 
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Nutritionally similar to whole milk but with neg- 
ligible sodium content, Lonalac solves the prob- 
lem created by the high sodium content of the 
usual protein foods. 


When sodium intake must be sharply restricted, 
protein deficiency is seriously threatened ... since 
meat and eggs can be used only in small quanti- 
ties and milk, with its still higher sodium content, 
usually must be eliminated. 

With Lonalac supplying the protein equivalent 
of milk, the patient's nutritional needs can be 
generously met, even on a 200 mg. sodium diet. 


ym diet 


~ 


~ 


200 
Meat Sodium 


Serving 


Lonalac is used just as milk is used, as a bever- 
age and in soups, muffins, desserts, etc. It permits 
varied and appetizing meals that encourage pa- 
tients to adhere to a low sodium regimen. 


Lonalac is virtually free of cholesterol. 


Lonalac is supplied in 1 pound and economical 
4 pound cans. Low sodium diet outlines suitable 
for use by patients are available on request. 


Lonalac 


The low sodium, high protein food 


MEAD JOHNSON & COMPANY EVANSVILLE, INDIANA, U.S.A. P MEAD) 
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The following is a breakdown of physician reg- 
istrants by states: 


State Chapter Registration Totals 


State 


State 


Alabama 11 New Hampshire 7 
Arizona 5 New Jersey 28 
Arkansas 10 New Mexico 5 
California 55 New York 141 
Colorado 1 North Carolina 29 
Connecticut 15 North Dakota _ 
Delaware 7 Ohio 1,169 
District of Columbia 20 Oklahoma VW 
Florida 21 Oregon 17 
Georgio 30 Pennsylvania 153 
Idaho 8 Rhode Island 6 
Illinois 132 South Carolina 20 
Indiana 147 South Dakota 6 
lowa 49 Tennessee 31 
Kansas 18 Texas 29 
Kentucky 30 Utah VW 
Louisiana 7 Vermont 8 
Maine 3 Virginia 24 
Maryland 29 Washington 19 
Massachusetts 28 West Virginia 54 
Michigan 183 Wisconsin 100 
Minnesota 46 Wyoming 3 
Mississippi 8 Alaska 1 
Missouri 28 Howaii 1 
Montana 3 Foreign 10 
Nebraska 29 Canada 37 
Nevada _ 

Total 2,853 


Medical News in Small Doses: 
Dr. STANLEY R. TruMAN of Oakland, Calif. addressed 


the annual meeting of the National Association of 
Science Writers June 22 in San Francisco. At this 
meeting Mr. Alton L. Blakeslee of New York City 
was elected new president of the association, suc- 
ceeding Mr. Arthur Snider of Chicago. . . . The good 
health of industrial employees is better protected by 
routine medical examinations than by clinical test- 
ing, Dr. George E. Burch of Tulane University told 
doctors attending the recent two-day symposium in 
New Orleans which was co-sponsored by the indus- 
trial council of the A.M.A. and the A.A.G.P.... 
Dr. R. B. Robins of Camden, Ark. was guest speaker 
May 1 at the University of Arkansas Pre-Med Club 
in Fayetteville. . . . The August issue of the Indiana 
’ State Medical Association’s publication will be the 
annual General Practice issue. Dr. Frank Green of 
Rushville, Indiana is chairman of the committee that 
is in charge of that issue. . . . The annual 1954 con- 
ference of the seventy-eight Blue Shield Plans has 
studiedand endorsed the basic objectives of President 
Eisenhower’s message to Congress on health insur- 
ance matters. It believes in the encouragement of ex- 
perimentation and expansion in the field of voluntary 
health insurance . . . Dr. Robert L. MacCornack of 
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THE “PARK"— Situated in a 
spacious garden setting of lawn, 
patios and flowers. 400 luxurious 
rooms and individual apartments 
and cottages. A few minutes to 
downtown Denver — mountains, 
skiing, hunting, etc. 


“TOP OF THE PARK"—Enter- 
tainment rendezvous of interna- 
tional fame. Experience breath- 
taking views of the Rockies and 
Denver from the famous glass- 
enclosed dining room and rendez- 
vous. It costs no more to enjoy 
the luxury of Denver's finest. 


DENVER covo. 


Whitehall, Wis., a member of the Wisconsin chap- 
ter’s board of directors, will be a representative of 
the A.M.A. at the annual meeting of the British 
Medical Association at Glasgow, Scotland July 5-9. 
. . . The fiftieth anniversary meeting of the Na- 
tional Tuberculosis Association was held May 17-21 
in Atlantic City, N. J... . The first official meeting 
of the special committee appointed by the A.M.A. 
to study the intern problem was held recently in 
Chicago. Academy member, Dr. George S. Klump, 
is a member of that committee... . The fifth 
General Practice Day Clinic was held recently on 
the University of Washington campus, Seattle. Ses- 
sions were designed to help the practicing physician 
in emergency situations and in handling special prob- 
lems. . .. On May 8 Gotham chapter of the National 
Foundation for Muscular Dystrophy presented its 
annual award to Dr. Howard A. Rusk, director of 
the Institute of Physical Medicine and Rehabilita- 
tion at New York University-Bellevue Medical 
Center and associate editor of the New York Times. 
Dr. Rusk, an honorary member of the Academy, 
was honored for his work in the rehabilitation of 


the handicapped. 
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TOUGH CUSTOMER 


THRIVES ON ROUGH 
TREATMENT 


WATER BUFFALO 


HIDE 
ONLY 100 AVAILABLE 


Tough is the word for it! The manu- 
facturer had just enough of this nasty 
brute’s hide to make up 100 bags for us 
—not enough to put into his regular line. 
Russet brown color. Buffalo grain. 
Fully lined with heavy, washable vinyl. 
Bottle pad loop and full length pocket 
inside. 16” length. 

As to workmanship—you won't beat it in 
a $25.00 bag. Extra strong seams, no 
rough edges. Adjustable latch. Com- 
fortable handles. A bag you'll be proud 
to own. Remember, just 100 available! 


Order today—if it’s 
not all we say it is, 31295 
return for refund. 

Cat. No. MW 13047 
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MEDICAL - SURGICAL SUPPLIES SINCE 1837 


609 COLLEGE STREET 
CINCINNATI 2, OHIO 


Goat for Sale—Contains Chlorophyll! At a farm 
in the state of Washington. 


Auts in the Printer’s Plants 


FAIRWEATHER FRIENDSHIP 


Mrs. Linnie Rowe Hall underwent a blood trans- 
fusion in the hope of improving her health, which 
has not been as good as usual this winter. It is 
hoped she will not rally rapidly.— Yakima (Wash.) 
Republic. 


BILIOUS LICKING 


Free Suckers Given to Children With Gas.—In 
a St. Paul (Minn.) service station window. 


LOONEY TUNES 


Miss Ruth Jones rended vocal and piano se- 
lections in one of the mental wards.—Colorado 
Springs (Ga.) Gazette-Telegraph. 


FOR SALE—One 1949 Harley-Davidson motor- 
cycle, in good condition. Contact Geo. Smith i/c. 
Fracture Ward, U. S. Naval Hospital, Portsmouth, 
Virginia—Ad on bulletin board of the Ship Service 
Store, Naval Base, Norfolk. 


American University at Washington, D. C., is 
the first institution of higher learning to have in 
its curriculum a corpse in ghost writing.—Port 


Arthur (Canada) News-Chronicle. 


FINALLY MADE IT! 
The Ladies’ Auxiliary met Thursday in the Sun- 


day-school auditorium, and for the first time in 
three years all the membership was pregnant.— 
Reported by announcer on local newscast in Aus- 
tin, Texas. 
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7 SUPERFICIAL SMELLEROSIS 
DECIDING BREAK 
PROGRESS IS WONDERFUL 


Annual Report 
of the Chairman 
of the Board of Directors 


1953-1954 


YOU GENTLEMEN, as elected members of the Con- 
gress of Delegates, are the governing body of the 
American Academy of General Practice. 

Under the tables of organization of the Academy, 
you delegate full authority to your Board of Direc- 
tors and the Executive Committee to control the 
administration, business affairs, and policies of the 
Acadeniy in the intervals between assemblies of 
the Congress. 

The men so selected by you have accepted with 
humility and a deep sense of responsibility all the 
tasks assigned in the past year and have made 
their decisions after mature deliberation and with 
due regard for the underlying philosophies result- 
ing in the birth of this Academy. 

Our Academy has had its share of growing pains 
in developing so spectacularly from a small infant 
to such a mature young giant among medical or- 
ganizations. All this power and energy must be 
directed with care to conform fully with the basic 
philosophies of our Academy and not allowed to 
burst off on ill advised or destructive tangents. It 
is the function of your elected officers to represent 
the Academy in all public meetings and decisions 
as well as to interpret Academy policies to the 
other branches of organized medicine. 

Customarily the Chairman of the Board presents 
an annual report to the Congress covering the 
essential activities of the Board and Executive Com- 
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ivan C. Heron, M.D. 


mittee for the past year. The details of the various 
actions are available to all members in the minutes 
of both Board and Executive Committee meetings. 

Your Chairman takes great pride and pleasure 
in presenting such a report for the Board. 

The following meetings of the Board and Execu- 
tive Committee were held since the last annual 
report rendered by the immediate past Chairman 
and now President-elect, Dr. William B. Hildebrand : 

March 20, 1953, St. Louis 
March 26, 1953, St. Louis 
May 30, 1953, New York City 
May 31, 1953, New York City 
November 29, 1953, St. Louis 
November 30, 1953, St. Louis 
Additional Executive Committee meetings were 
held: 
May 29, 1953, New York City 
June 2, 1953, New York City 
October 17, 1953, Chicago 
October 18, 1953, Chicago 
January 17, 1954, Washington, D. C. 
January 18, 1954, Washington, D. C. 
St. Louis, March 20, 1953, Prior to the Assembly : 

Approved the annual report of the Chairman 
of the Board and after considerable discussion, a 
supplemental report carrying the Chairman’s sug- 
gestions to change the name of the Academy for 
consideration by the Congress of Delegates. 
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Accepted reports from the Treasurer, the Execu- 
tive Secretary, and the various Committees and 
Commissions as printed in the handbook. 

In response to request from Dr. John Bender, 
Chairman of the Commission on Hospitals, defined 
the duties of the Commission on Education as 
covering all phases of undergraduate education as 
well as training of interns and residents for gen- 
eral practice; all other activities within the hospital 
such as departmental organization, staff privileges 
and assignments as being the concern of the Com- 
mission on Hospitals. 

Invited three members from the Virginia Chapter 
to present their recommendations regarding more 
complete details of the Academy finances, including 
salaries as well as Committee and Commission 
expenses. After a full and satisfactory discussion 
the Treasurer pointed out complete details were 
available to the Reference Committee and future 
reports of the Treasurer would be amplified. Duties 
of various headquarters personnel were discussed 
and the Board tendered a vote of thanks to the 
Virginia delegation in bringing their questions to 
the Board for consideration. The Board felt this 


action of the Virginia members represented a very 


definitely constructive effort to avoid criticism of 
the conduct of the Academy which might arise 
from insufficient information available to members. 

Approved the report of Dr. John Fowler, Build- 
ing Committee Chairman, on the splendid progress 
of the Building Fund and also approved the Finance 
Committee’s purchase of a new building site for 
$143,000. Sale of the first lot, deemed somewhat 
inadequate for the Academy building was approved 
on the basis of an approximate $20,000 profit. 

Approved Los Angeles as site for 1955 Annual 
Meeting. 

St. Louis, March 26, 1953, Following the Scientific 

Assembly : 

The Chairman welcomed and introduced three 
newly-elected Board members: Dr. Cyrus Anderson 
of Denver, Colorado; Dr. E. I. Baumgartner of 
Oakland, Maryland; and Dr. William Sproul of 
Des Moines, Iowa. 

The Board extended a vote of thanks to the 
Committee under Dr. Merlin Newkirk for the fine 
scientific program just completed and heard the 
new Chairman of the Committee, Dr. John Mosher 
of Coeymans, New York, outline a tentative program 
for the 1954 Cleveland meeting. 


THE NEAREST APPROACH THE CONTINUOU 
INTRAGASTRIC DRIP FOR THE AMBULATORY PATIENT!* 


A pleasant-tasting tablet.. 


hastens ulcer healing. 


In tubes of 25 at all pharmacies. Physicians are in- 
vited to send for reprints and clinical test samples. 


Mg carbonate, 0.5 gr. 


HORLICKS CORPORATION. 


harmaceutical Division * RACINE, WISCONSIN 


NULACIN 


.to be dissolved slowly 
in the mouth...not to be chewed or swallowed... 
made from milk combined with dextrins and maltose 
and four balanced nonsystemic antacids...** 


Promptly stops ulcer pain... holds it in abeyance... 


*Steigmann, F., and Goldberg, E., J. Lab. & Clin. Med. 42:955 (1953). 
**Mg trisilicate, 3.5 gr.; Ca carbonate, 2.0 gr.; Mg oxide, 2.0 gr.; 
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gastritis, hyperacidity, 
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Your present Board Chairman was then elected 
for the 1953-54 year. Dr. Holland T. Jackson of 
Fort Worth, Texas was elected Treasurer of the 
Academy to succeed himself for the ensuing year. 
Dr. U. R. Bryner of Salt Lake City, Utah, President 
of the Academy; Dr. William N. Hildebrand of 
Menasha, Wisconsin, President-elect; Dr. Holland 
T. Jackson and your Board Chairman were then 
elected to serve as the Executive Committee for the 
year 1953-54. 

The Board appointed Dr. William B. Shaw of 
Missouri, Chairman of the Commission on Educa- 
tion. Dr. Jesse Rising of Kansas City, Dr. Varian 
Sloan of Glendale, California and Dr. Albert Dix of 
Alabama were appointed members of the Commis- 
sion. This was done upon the request of the out- 
going Chairman, Dr. Merrill Shaw, newly elected 
Vice-President of the Academy, for immediate 
completion of the Commission as an emergency in 
order to avoid interruption of its most important 
work, 

Dr. R. Adelaide Draper of Massachusetts was 
appointed to the Commission on Membership in 
place of Dr. John Kilgus who had resigned. Dr. 
Herbert Salter of Cleveland was appointed Chair- 


man of the Local Arrangements Committee for the 
1954 meeting. 

Many miscellaneous subjects were fully discussed 
including the report from the Committee, under 
Chairmanship of Dr. John Walsh of California, 
on a possible Women’s Auxiliary that such an or- 
ganization be not approved as duplicating work of 
established American Medical Association auxili- 
aries; Discussions of the most efficient and satis- 
factory scheduling of various meetings during the 
Annual Scientific Assembly; The then current 
distress over publicity in the lay press, adverse to 
general practitioners was thoroughly explored with 
definite action deferred to a later meeting of the 
Board. 

May 30 to June 2, 1953, New York City 

Dr. Holland Jackson presented in detail the 
Finance Committee’s report on the 1953 Scientific 
Assembly showing an approximate profit of $10,313 
with a few small outstanding bills yet to come in. 
This compared favorably with the pre-Assembly 
budget estimate of $2,300. 

Executive Secretary Cahal’s 1953 Budget for 
our magazine, GP, was received and accepted after 


approval by the Finance Committee. Mr. Cahal, 


Angina pectoris 
prevention 


The new strategy in angina pectoris is 
prevention, the new low-dose, long-acting 
drug—Metamine. Most effective milli- 
gram for milligram, and better tolerated, 


MEtTamINE prevents attacks or greatly 
diminishes their number and _ severity. 


Dosage: 1 tablet (2 mg.) after each meal; 
. 1-2 tablets at bedtime. 


Thos. Leeming $ Co. Ine. 


155 East 447TH Street, New York 17, N.Y. 


Metamine 


Triethanolamine trinitrate biphosphate, Leeming, tablets 2 mg. 
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as managing publisher, estimated in 1953 an excess 
income of $64,397 over expenses. Various graph 
charts indicated GP an extremely well-managed 
publication that would gross nearly $450,000 in 
1953 and that the advertising sales expense would 
be 7 to 8 per cent compared to an industry wide 
average of 15 per cent. This acceptance of GP as 
a preferred industry advertising media is all the 
more remarkable under the very critical rules 
adopted by the Publications Committee eliminating 
much material often carried by other magazines. 

Due to curtailment of expansion of Academy 
activities of increasing value to our membership 
because of insufficient funds, discussion of in- 
creasing dues was referred to the Finance Com- 
mittee for study and recommendation. Among the 
most important of these activities so curtailed are 
the projected plans of the Commissions on Edu- 
cation, Membership, Hospitals, as well as the new 
Membership Directory. The latter is planned to 
include each member’s age, school and year of 
graduation as a new aid for referrals. The Directory 
will represent an approximate expense of $15,000 
with very little advertising revenue. 

Speaker of the Congress of Delegates, Dr. Jack 


DeTar, presented a schedule for the conduct of this 
Assembly including a request for permission to 
publish a delegates’ manual which was approved. 
All phases of the non-scientific meetings were fully 
discussed including the results of Dr. DeTar’s 
questionnaire to the delegates which indicated an 
overwhelming approval of the Saturday meeting 
and completion of all business prior to the Dele- 
gates’ Dinner. 

The Congress of Delegates’ resolution referring 
the matter of Dr. Hawley’s public statement was 
fully considered by the Board of Directors who 
decided no more publicity should be generated 
pending action of the American Medical Associa- 
tion in response to the numerous resolutions voted 
by many state societies. 

The Board then considered appointments for 
various important Committees and Commissions. 
An official request from one State Academy that a 
national committee man be not reappointed to any 
committee was fully discussed. Previous corre- 
spondence between the State Academy President 
and your Board Chairman had not disclosed suffi- 
cient evidence satisfactory to the Board that this 
man, who had rendered most valuable services to 
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the Academy as Chairman of a very important 
Committee, should be eliminated. 

The Board established as a considered policy the 
desire to follow the advice and counsel of officers 
and members of constituent chapters in selection 
of National Committee and Commission personnel 
and requests the delegated representatives of every 
chapter to present evidence for or against such 
appointees. However, the Board is unanimous in 
the opinion it is under the mandate from the Con- 
gress of Delegates to make such selections on the 
basis of the Board’s best judgment of an appointee’s 
qualification for service to the National Academy 
without authorization or approval from constituent 
state chapters for each such appointment. 

Committee appointments as listed in the manual 
were approved. 

A resolution from a Pennsylvania County Medical 
Society requesting the American Academy of Gen- 
eral Practice to adopt a certain policy in relation 
to multiple billings for professional services, a 
standard percentage for assistants’ fees in surgery 
in private and insurance cases, was tabled as a 
matter for the American Medical Association. 
The Educational Committee of the Association 


AN EFFECTIVE TRANQUILIZER-ANTIHYPERTENSIVE, 
ESPECIALLY IN MILD, LABILE ESSENTIAL HYPERTENSION... 


of American Medical Colleges, investigating the 
needs and methods of improving medical education 
requested a mailing list of selected members of the 
Academy. Dr. William Shaw, Chairman of our 
Commission on Education, stated his opinion that 
the Academy should make a survey of general prac- 
tice and education, its deficiencies and needed 
improvements. He further stated medical school 
deans are requesting definite plans for teaching 
and training general practitioners to incorporate 
in their curricula. Dr. Shaw feels his Commission 
is in a position to obtain such information and was 
authorized to investigate the feasibility and method 
of conducting and financing a comprehensive survey 
of the nature and scope of general practice with 
particular reference to premedical and postgraduate 
education. 

It was pointed out in connection with a proposal 
from Vice-President Merrill Shaw for increased 
regional meetings of the Commission that the 
present finances of the Academy would not permit 
members’ expenses to and from the additional 
meetings. 

The Board considered a report made by Dr. 


Simmons of Massachusetts that a New England 


(RESERPINE CIBA) 
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ine alkaloid of rauwolfia root — 
isolated and introduced by CIBA. 


Virtually every patient with essen 
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and mild antihypertensive effects of Serpasi 
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Regional Academy of General Practice was to be 
formed. After considerable discussion, without for- 
mal action, the consensus of the Board was the 
formation of formal regional Academies, although 
offering advantages in programs, would eventually 
tend to disintegrate the American Academy into 
blocks that could eventually weaken both the state 
and national Academies. 

The Board of Directors, meeting in St. Louis 
prior to the American Medical Association interim 
meeting, received and reviewed preliminary reports 
of the various officers, Committees, and Commis- 
sions with considerable satisfaction and pride in 
the progress shown to that date. You will find these 
complete reports in the Delegates’ Handbook. 

The Chairman of the Commission on Education 
presented a very excellent program for surveying 
the scope of general practice, changes necessary in 
admittedly inadequate current medical school cur- 
ricula in relation to properly training modern 
family physicians and expansion of improved post 
graduate courses available to general practice. In 
addition, Treasurer Holland Jackson outlined a 
proposal to increase the number and quality of 
well trained family physicians for both rural and 
urban centers by creating proper incentives— 
educationally, economically, and morally—that will 
attract and hold superior family counsellors. 

The Board received an invitation from the 
Trustees of the American Medical Association to 
send representatives for a meeting to discuss the 
question of adverse publicity appearing in the 
press and lay journals in regard to fee splitting, 
ghost surgery and other unethical practices and 
directed the Executive Committee to attend. Your 
Executive Committee, with a similar group of 
Trustees at a dinner meeting, discussed fully and 
frankly all phases of this problem in a cordial atmos- 
phere of co-operation. It was agreed this was a 
problem affecting the welfare, both professional and 
in public relations, of all branches of medical prac- 
tice and therefore could only be properly handled 
by the parent body of all medical practice, the 
American Medical Association. It was indicated 
the Trustees were fully aware of the whole problem, 
had received assurances from other organizations 
that honest efforts would be made to prevent such 
inimical publicity and were in accord with your 
Academy’s proposals and suggestions. 

You are aware the House of Delegates, meeting 
shortly thereafter, directed the Chairman of the 
Board of Trustees to appoint a fact finding com- 

(Continued on page 154) 


POTENT 


AND FREE OF SERIOUS 
SIDE EFFECTS 


Hypotensive therapy is based upon a 
reduction of blood pressure to safe levels 
with the aim that progressive vascular 
damage may be averted or reversed. 


Vertavis and Vertavis-Phen are among 
the few hypotensive agents available 
which dilate spastic retinal arteries, 
improve cardiac efficiency and circula- 
tion, reverse left ventricular strain 
‘patterns in the EKG and diminish car- 
diac size. Their effects are accompanied 
by a marked subjective improvement in 
these patients. Marked falls in blood 
pressure have been recorded in the ma- 
jority of patients placed on Vertavis and 
Vertavis-Phen therapy. 


VERTAVIS® and VERTAVIS-PHEN® are 
potent drugs, but they are singularly free 
of serious side effects. Side effects such 
as nausea and vomiting may occur, but 
they are simply more unpleasant than 
serious. In no way do the side effects 
threaten the life of the patient. These 
drugs are safe in long-term therapy be- 
cause they provide the best therapeutic 
benefits of Veratrum viride. Both con- 
tain the newly isolated Veratrum alka- 
loid fraction, cryptenamine, which has 
a unique zone of safety between the 
nausea-producing and the therapeutic 
dose, in contrast to other Veratrum 
alkaloids which have almost identical 
therapeutic-emetic doses. 


Experience has shown that there are no 
safer drugs for the management of 
severe hypertension than Vertavis and 
Vertavis-Phen. 
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the choice of drug that 
will not disrupt sympathetic 
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The prime objective of Vertavis therapy 

is to stabilize blood pressure with 

lowered arterial tension—without disrupting 

the important sympathetic postural reflexes. 

Vertavis does not disrupt circulatory equilibrium. 
The drug produces widespread vasodilatation 
involving a central mechanism of blood pressure 
regulation. Peripheral resistance is clearly diminished ; 
the load on the heart is materially reduced with 
marked improvement of total circulation. 


Each tablet contains: 
Whole-powdered Veratrum viride 
(containing cryptenamine)...130 C.S.R.* Units. 


*Carotid Sinus Reflex 
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mittee to fully investigate all evidences of unethical 
practices in any part of the country and take proper 
steps for eradication. 

The Speaker of the House chose Dr. Stanley 
Truman, one of the founders and a past president 
of the Academy, as chairman of this fact finding 
committee and also appointed another member of 
the Academy, Dr. J. S. DeTar, as well as prominent 
members of several specialty groups to serve under 
him. The selection of our two members is a distinct 
compliment to our Academy and also a guarantee 
the Committee will be diligent, fair, and fearless 
in their investigation and will merit the co-operation 
of all ethical doctors. 

The Academy, founded on the thesis that its 
members must be high caliber, trustworthy family 
counsellors to the American public, has pledged 
full and enthusiastic co-operation in eliminating 
such practices in all branches of medicine. 

Your Academy was again signally honored by 
an invitation from Secretary of Health, Welfare 
and Education, Mrs. Oveta Culp Hobby, to send 
representatives to Washington for consultation 
with her on the President’s proposed health pro- 
gram. The Academy and the American Medical 
Association were the only two medical organiza- 
tions invited in addition to representatives of Blue 
Cross, Blue Shield, American Hospital Association, 
the Insurance industry and others to whom the 
program was explained. Suggestions or criticisms 
were asked for. 

Owing to the fact the broad program outlined 
at that time had very few detailed plans, your 
Executive Committee felt no public announcement 
other than that of the Board of Trustees of the 
American Medical Association was either indicated 
or advisabie. 

It was the Committee’s opinion that all medi- 
cal groups should fully support the decision of 
the parent organization in national questions. 

During the meeting in Washington the Com- 
mittee recognized there was some question of the 
advisability of moving our headquarters to Chicago. 
Since there was a strong possibility of ground 
breaking for our new building prior to the Congress 
of Delegates’ meeting, the entire Board of Directors 
was polled by mail and it is a pleasure to announce 
the vote was practically unanimous that the Acad- 
emy remain where it has grown to greatness. 

Your Academy has been blessed with an out- 
standing headquarters personnel. Your dynamic, 
hard driving Executive Secretary with the aid of 
the loyal, efficient home office staff has, contributed 


mightily to the phenomenal growth of the Academy. 
The officers, Board of Directors, Chairmen and 
their Committee members have been faithful and 
diligent in guiding the growth of the Academy 
under the constitution and policies directed by the 
Congress of Delegates. 

May the fundamental philosophy of the Academy 
of General Practice of better doctors bringing better 
medical care to all the American people continue 
to blossom and flourish in the atmosphere of free- 
dom and tolerance upon which America was 
founded. 

—lIvan C. Heron, M.D. 


The following letter was read as a Supplemental 
Report to Dr. Heron’s Report: 

(March 16, 1954) 
Dear Doctor Heron: 

The Congress of Delegates of the American 
Academy of General Practice will be pleased to 
know that progress has been made by the committee 
appointed by action of the House of Delegates of 
the American Medical Association last December. 

The committee was named the Medical Practices 
Committee. It has turned out to be a very enthu- 
siastic and congenial committee. We have recom- 
mended to the trustees of the American Medical 
Association that a study of the following practices 
be made: fee splitting, joint billing, methods of 
paying an assistant, collection and distribution of 
fees by a third party, commissions and rebates, 
ghost surgery, unjustified medical and surgical 
procedures, and excessive fees; determining the 
effect of these practices on the cost and quality of 
medical care and on the prestige of the medical 
profession. 

The committee is recommending to the trustees 
of the American Medical Association that adequate 
funds be made available for the hiring of personnel 
experienced in this field to carry out a study of 
this nature. 

We believe we have started on a very constructive 
project for the American Medical Association, one 
of which we general practitioners will be proud 
because of our part in stimulating action on the 
part of the House of Delegates of the American 
Medical Association. 

Sincerely, 
R. Truman, M.D. 
Chairman 


Medical Practices Committee 


GP « Volume X, Number 1 


4 
= 
E 


On the Calendar 


Academy chapter meetings and postgraduate 
courses, as well as other medical meetings in 
which general practitioners will have an in- 
terest, will appear here monthly. 


July 12-14, Adirondack (New York) counties’ chapter, 
et al, third annual symposium for general practi- 
tioners on tuberculosis and other chronic pulmonary 
diseases, Saranac Lake, New York. 


Aug. 2-14. Medical Research Institute, course in Elec- 
trocardiographic Interpretation for graduate 
physicians, Michael Reese Hospital, Chicago, 
Illinois. 

Aug. 6. Seattle (Washington) chapter, Midsummer Day 
Clinic, Olympic Hotel, Seattle. 


Sept. 8-9. Louisiana chapter, eighth annual meeting, 
Majestic Hotel, Lake Charles, La. 


Sept. 9-10. Utah chapter, sixth annual meeting, Hotel 
Utah, Salt Lake City. 


Sept. 9-11. Texas chapter, fifth annual meeting, Recre- 
ation Pier, Galveston, Texas. 


Sept. 12-15. Second International Congress of Cardi- 
ology, Washington, D. C. 


Sept. 15-16. Mississippi chapter, sixth annual meeting, 
Heidelberg Hotel, Jackson, Miss. 


Sept. 16. Nebraska chapter, seventh annual meeting, 
Grand Island. 


Sept. 16-18. American Heart Association, annual sci- 
entific sessions, Washington, D. C. 


Sept. 21-23. Ohio chapter, seventh annual meeting, 
Columbus, Ohio. 


Sept. 21—Dec. 7. University of California School of Med- 
icine, course in medicine for general practi- 
tioners, East Oakland Hospital, Oakland, Calif. 


Sept. 22. Massachusetts chapter, annual meeting, Bos- 
ton. 


Sept. 22-23. lowa chapter, sixth annual meeting, Hotel 
Savery, Des Moines. 


Sept. 28-29. Seuth Carolina chapter, sixth annual meet- 
ing, Columbia Hotel, Columbia, S. C. 


Oct. 4-7. American Academy of Pediatrics, annual 
meeting, Palmer House, Chicago. 


Oct. 5. New Hampshire chapter, annual meeting, Bretton 
Woods, N. H. 
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Casimir Funk Laboratories, | 
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dangers 
{citrus flavonoid compound with'vitemin C) 
_ water-soluble and said to be active than rut a 
hesperidin, acts more efficiently to 
improve capillary resi 
(whole natural vitamifh.Pcomplex) | 


Complete 
Relief 


96 hrs. 
96 hrs. 
72 hrs. 
48 hrs. 
3% days 


IN POISON IVY 


In contrast to customary measures, 
almost uniformly dependable 
improvement in poison ivy 
dermatitis is found when 
HP*ACTHAR Gel is used. 
HP*ACTHAR Gel is equally 

effective in dermatitis caused by 
poison oak. Suppression of the acute 
symptoms is gratifyingly quick and 
thorough, and the patient’s 
agonizing condition is dramatically 
changed into one of relief and 
well-being. 


Three days of treatment, implying 

a small total dose and economy, 

suffice as a rule. I 
MOUR UNITS 


References: 1. Flood, J. H.: Bull. Guthrie 
Clinic 21: 3, 1951. 2. Gay, L. N., and 
Murgatroyd, G. W., Jr.: J. Allergy 23: 
215, 1952. 3. Falk, M. S., et al.: J. 
Invest. Dermat. 18: 307, 1952. 


A. THE ARMOUR 
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Kentucky presidents. Outgoing president, Dr. Keith P. Smith (left to right), is shown with the chapter’s new president-elect, Dr. H. Burl 
Mack, and Dr. Garnett J. Sweeney who succeeded him as Kentucky chapter prexy this year. 


Dr. Joun J. Rowr of Cov- 
ington, Ky. received the 
E. M. Howard Award as 
outstanding member of 
the Kentucky chapter for 1954 during its third 
annual scientific assembly held the Jatter part of 
April in Cincinnati, Ohio (see cut). 

Dr. Rolf, a charter member of the Kentucky 
chapter, is a former president of Campbell-Kenton 
County Medical Society. Two hundred-fifty physi- 
cians attended the meeting. Among the well-known 
speakers was Dr. George Crile, Jr., of the famed 
Cleveland Clinic. Cleveland, Ohio. In Dr. Crile’s 
speech he praised the work of general medical 
practitioners because of their “overall knowledge.” 

New chapter officers were elected. Dr. H. Burl 
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John J. Rolf, M.D., Recipient of the E. M. Howard Award 


News from the State Chapters 


Mack of Pewee Valley was named president-elect; 
Dr. W. E. Becknell of Manchester was elected vice- 
president, and Dr. D. G. Miller, Jr., of Morgantown 
was re-elected secretary-treasurer. Dr. Garnett J. 
Sweeney of Liberty was installed as president, suc- 
ceeding Dr. Keith P. Smith of Corbin (see cut above). 

The Delaware chapter reports a highly success- 
ful general practice symposium which was held 
April 17 in Wilmington. Visiting speakers were 
Dr. B. P. Weiss of Jefferson Medical College, Phila- 
delphia; Dr. Duncan Reid of Harvard Medical 
School; Dr. Emil Novak of Johns Hopkins Hospital, 
Baltimore; Dr. Harry Jaffe, Mount Sinai Hospital, 
New York City; Dr. Irvin Klein, New York Medical 
College, New York City; Dr. Donald A. Covalt of 
Bellevue Medical Center, New York; and Dr. A. J. 
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HELP 


for the 


Bowel-conscious 


Patient 


HOLAN 


I Hydrocholeresis — 
abundant fluid bile 


2 Spasmolysis — 
safe and dependable 
relaxation of biliary tree 


3 Sedation — 


CHOLAN HMB—.::.. for the psychosomatics 


Dehydrocholic acid 250 mg. 


Homatropine methylbromide 2.5 mg. 7 


Phenobarbital 8 mg. 


Mialtbie 


MALTBIE LABORATORIES, INCORPORATED, NEWARK 1, NEW JERSEY 


pe 
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At the Delaware chapter symposium. Stopping briefly for a chat are Dr. Thomas J. Tobin of Milton, Del. (left to right); Dr. John E. 
Robbins of Wilmington; Dr. A. J. Rhodes, a guest speaker from Toronto, Canada; Dr. George J. Boines, president of the Dela- 
ware chapter; and Dr. Martin B. Pennington, president-elect of the chapter. 


Rhodes, Research Institute Hospital for Sick Chil- 
dren, Toronto, Canada. 

Dr. Martin B. Pennington, president-elect of the 
Delaware chapter, and Dr. George J. Boines, the 
chapter president, were moderators for the morning 
and afternoon sessions (see cut). Dr. Eugene Szat- 
kowski, chairman of the state Education Program 
Committee, gave the welcome. The luncheon chair- 
man was Dr. J. Jesse Selinkoff of Wilmington. 

Seven hours of formal postgraduate study credit 
were given members of the District of Columbia 
chapter who attended its symposium on trauma 
May 6 in Washington. An outstanding program was 
presented by Dr. Paul Hugenberger of Peter Bent 
Brigham Hospital, Boston; Dr. Seymour S. Kety, 
National Institute of Mental Health, Bethesda, Md.; 
Dr. Leon Jackobson, University of Chicago; Dr. 
Brian Blades of George Washington University ; Dr. 
Eugene Cliffton, Memorial Hospital and Bellevue 
Medical Center, New York; Col. John Martin, 
Walter Reed Hospital, Washington, D. C.; and 


Dr. J. Harold Couch, University of Toronto, 
Toronto, Canada. 

The Indiana chapter reports a registration of 438 
at its annual session April 14-15 in Indianapolis. 
Dr. Frank H. Green of Rushville was named presi- 
dent-elect at the business meeting. The other officers 
are Dr. O. T. Scamahorn of Pittsboro, president; 
Dr. Harry Pandolfo of Indianapolis, vice-president ; 
and Dr. Norman R. Booher of Indianapolis, secre- 
tary-treasurer. The chapter also announces that an 
executive secretary has been hired. He is Mr. 
Charles G. Dosch of Indianapolis (see cut). With a 
background in business 
administration and exten- 
sive experience in radio 
and television work, Mr. 

Dosch will work with 
the Indiana secretary- 
treasurer. 

Thirty members met re- 
cently to organize a Duval 


Charles G. Dosch, the new executive secretary of the Indiana chapter. 
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WYDASE SPEEDS 
FLUID ABSORPTION 


@ In Hypodermoclysis @ In Local Edema 


Hypodermoclysis ; WYDASE permits subcutaneous infusion 
at approximately the intravenous rate. For WyYDASE is an 
enzyme that vastly increases tissue permeability and 
speeds the circulatory pickup of injected fluids. WyDAsE 
makes hypodermoclysis widely practical, of special value 
in numerous contraindications to intravenous therapy. 
Spares the veins, minimizes tissue distention and pain, 
permits prolonged infusion. 


Local Edema; WyYDASE speeds resorption of accumulated 
transudates and blood. Indications include traumatic 
edema, hematoma, paraphimosis, myxedematous pre- 
tibial swelling. 


INJECTION SOLUTION 


W YODA S 


HYALURONIDASE (STABILIZED) 


Supplied: Vials of 1 cc., 150 TR (turbidity- 
reducing) units. Also available: Lyo- 
philized Wypase. Supplied: Vials of 150 
and 1500 TR units. 


® 


Philadelphia 2, Pa. 
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County chapter of the Academy in Florida. The 
officers at that time were Dr. A. Lawson Hardie, 
president ; Dr. Elmer E. Leitner, vice-president ; and 
Dr. John A. Wilhelm, secretary-treasurer. 

After operating effectively for about a year and a 
half, the Orange County General Practice Society 
voted unanimously that the organization should be- 
come a component branch of the Florida chapter. 
The new officers are Dr. Alfred S. Stevenson, presi- 
dent, and Dr. Albert C. Kirk, secretary-treasurer. 

The Honorable Walter H. Judd, Congressman 
from Minnesota, was guest speaker at the banquet at 
the fourth annual assembly of the Kansas chapter 
May 3 in Topeka. 

Outgoing president, Dr. George E. Burket of 
Kingman, presided at all the sessions. Dr. Bernard 
A. Watson of Clifton Springs and Dr. James R. 
Cook of Cleveland, Ohio presented the scientific 
program. 

On May 20 the Greater Kansas City chapter (Kan- 
sas and Missouri) held a dinner meeting to recog- 
nize thirty-five interns and residents who have be- 
come new associate members. 

Dr. Philip Thorek, an honorary member of the 
A.A.G.P., told members of the South Dakota chap- 


ter that doctors are going to have to become increas- 
ingly more proficient in handling the accident vic- 
tims claimed by the age of jets and fast cars. He was 
one of the speakers at a, two-day symposium in 
Huron presented recently by the South Dakota 
chapter. 

The Mlinois chapter announces the organization 
of its 43rd regional chapter which has been named 
Iatros. Dr. P. M. Nielsen is the president, Dr. T. J. 
Chrzan, vice-president ; Dr. N. J. Kupferberg, treas- 
urer; and Dr. E. M. Berger, secretary. 

The Rhode Island chapter held its second annual 
scientific assembly in Providence April 21. Six top 
medical specialists participated in the day-long 
symposium on allergy. Dr. Charles L. Farrell of 
Pawtucket, toastmaster for the banquet, introduced 
the guest speaker, Dr. Andrew S. Tomb of Victoria, 
Texas, who is chairman of the A.A.G.P. Committee 
on Scientific Assembly for the Los Angeles meeting 
next year. 

Dr. Tomb was also the banquet speaker during 
the second annual meeting of the West Virginia 
chapter held May 1-2 in Charleston. The scientific 
program was divided into four sections—medical, 
surgical, pediatric, and obstetrics and gynecology. 


Raudixin,confirmed by time and test, 


is the most prescribed of rauwolfia preparations. 
It is the powdered whole root of Rauwolfia 
serpentina, containing all the alkaloids. 


note: Raudixin tends to augment and stabilize 
the effect of more potent hypotensive agents 
—makes smaller dosage possible. 


Raudixin alone and combined with other hypotensive agents. 


DAYS 10 


20 30 40 50 60 70 


veratrup 


added _| 959 


Pes 
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and labile cases with Raudixin alone. — 


Systolic pressure, mm. / Hg 


*RAUDIXIN’® IS A SQUIBB TRADEMARK 


ae 
— i 
refractory hypertension, a 
in responsive cases. 200 
Gradual, safe reduction in moderate. 
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‘ O..: sympathy’s with you, doctor, about the 
overweight patient! But we believe you'll find him 
easier to trim down if you put him on the 
Knox Eat and Reduce Diet—high in gelatine protein! 


FOR YOUR PATIENTS' PROTECTION...be sure you specify 
Knox so that your patient does not mistakenly get factory- 
flavored gelatine dessert powders which are 85% sugar. 


coupon to obtain ‘ JOHNSTOWN, N. Y. DEPT. GP-7 
free copies of the p Please send me copy(ies) of your Knox 


Knox Gelatine Eat- | Gelatine Eat-and-Reduce Plan and Dietary. 
and-Reduce Plan 
and Dietary for 
ENVELOPE ECONOMY Size PAcKAGEs. reduce patients. 


KNOX GELATINE U.S.P. zone—_stare 
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The June meeting of the Dallas County and Tar- 
rant (Texas) chapters was held jointly at Godfrey’s 
Ranch near Grapevine, Texas. 

On April 9 the San Benito (California) county 
chapter held its first scientific meeting since receiv- 
ing its charter. The meeting was held in Hollister. 
Dr. Ronald E. Brown is president. 

The Westchester (New York) chapter held its 
first annual scientific assembly on May 19 in White 
Plains, N. Y. Guest speakers were Dr. Harold E. B. 
Pardee, Dr. William Goldring, and Dr. Charles K. 
Friedberg of New York City; and Dr. Paul D. 
White of Boston, Mass. 

The Tompkins (New York) County chapter re- 
cently sponsored an all-day symposium on psychia- 
try in Ithaca. Another New York group, the Erie 
County chapter, conducted a recent symposium on 
acute infectious diseases in Buffalo. 

The sixth annual scientific assembly of North 
Carolina chapter will be held aboard the liner Stock- 
holm on a cruise to Havana and Nassau, October 16— 
22. Arrangements are under the direction of Dr. 
Amos N. Johnson of Garland, N. C. The Swedish 
liner will leave from Morehead City, N. C. on the 
afternoon of October 16. There will be one day 
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Serpasil-Apresoline’ 


(RESERPINE AND HYDRALAZINE HYDROCHLORIDE CIBA) 


shore leave in Nassau and part of a day in Havana. 
The annual meeting of the South Carolina chapter 
will be held September 28-29 in Columbia. 

A Tri-State Spring Clinical Meeting for the 
Maine, New Hampshire, and Vermont chapters was 
held April 14 in Manchester, N. H. Appearing on the 
day-long scientific program were Dr. John H. Bland 
of the University of Vermont, Dr. O. Spurgeon Eng- 
lish of Temple University, Dr. Joseph M. Gambescia 
of Hahnemann Medical College, Dr. Nathan E. Sil- 
bert of Lawrence Quigley Memorial Hospital, Dr. 
T. B. Quigley of Harvard Medical School, Dr. Paul 
Kassander of Manchester, N. H., and Dr. Benjamin 
Castleman of Harvard Medical School. 

The lowa chapter sponsored a luncheon for the 
general practitioners of the state during the annual 
meeting of the Iowa State Medical Society at Des 
Moines in April. The annual business meeting of the 
chapter will be held September 22-23 in conjunction 
with an interesting scientific session. 

During the 119th annual meeting of the Tennes- 
see State Medical Association recently in Nashville, 
the Tennessee chapter of the A.A.G.P. held its two- 
day meeting which included a scientific program, the 
annual banquet, and election of officers. 
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NEW! 


Hibicon 


FOR BETTER CONTROL—LOWER TOXICITY 
IN EPILEPSY— 


Hipicon, product of Lederle research, represents a new 
chemical approach to the treatment of epilepsy. Structurally 
unrelated to other anticonvulsants, Hisicon combines high 
activity with remarkably low toxicity. 

HIBIcon is as effective as sodium diphenylhydantoin in con- 
trolling both grand mal and psychomotor seizures, yet the 
unwanted side effects of drowsiness, lethargy and nervousness 
so commonly encountered with other anticonvulsants are rare. 
HIBICON, moreover, has been found successful in numerous 
cases resistant to other forms of therapy. Except for an 
occasional occurrence of skin rash, no serious toxic reac- 
tions have been reported. 

Hisicon is orally administered in the form of capsules. The 
usual dosage is 0.5 Gm. to | Gm., 3 or 4 times daily, with 
meals and before retiring. 
Available in 250 mg. and 500 mg. capsules, in bottles of 
100 and 1,000 


LEDERLE LABORATORIES DIVISION 


PEARL RIVER, NEW YORK 


U.S. PAT. OFF. 
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